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Insufficient Progress in Rehabilitation 


“WITH ALL THE WONDERFUL heritage, with all the 
importance and value of rehabilitation, what have we 
done, how far have we gone? ... 

“I regret most sincerely that the truth is we are doing 
tragically poor, abysmally poor. 

“We have not made the effort, we have not had the 
foresight, we have not had the sense of values and most 
of all, we have not had the courage to recognize that 
disabled people are ourselves, with misfortune, with age. 

“We have been lulled into inaction by people who say 
we have the best medical care in the world, that we 
are spending too much on welfare, that if you leave 
people alone they will rehabilitate themselves, that it is 
mostly the individual’s own fault, or that nothing can 
be done for most disabled people. We have found it 
all too easy to ignore or deny the truth, 


No city in the country has an adequate rehabilitation 
plan. We are dreadfully short of trained people in all 
rehabilitation areas. our rehabilitation facilities are seri- 
ously deficient in money and in scope. We talk glibly 
of comprehensive rehabilitation centers, but there does 
not exist in the United States a single such center in the 
true meaning of the term, that is, one that covers 
competently a full range of therapies in the medical, 
social, psychological, vocational and economic areas. We 
professionals in this field have fallen into the American 
way of ‘exaggerated’ selling, so that many facilitics 
called ‘rehabilitation centers’ are hardly such and others 
called ‘comprehensive’ centers are but half complete. 
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“Many sheltered workshops are hardly more than out- 
patient, custodial care institutions and make only a 
half-hearted attempt to ‘rehabilitate.’ I am not blaming 
them for this for they are usually desperately lacking in 
funds and in most cases are fully aware as to how 
they might do better. 

“Divisions of Vocational Rehabilitation have neither 
the staff nor the financial means to do a fuller and 
better job. There is seldom a State Employment Service 
that has enough opportunity to devote itself to the kind 
of selective placement for handicapped persons that it 
would like to do, Perhaps you are aware that the typical 
client who goes to the Division of Vocational Rehabilita- 
tion has been impaired for seven long years before 
referral. Does this sound like we have intelligent 
planning? 

“But why go on—if you think we have done 
marvelously well, you are thinking only of past inade- 
quacies, stupidities and cruelties, you are not thinking 
of present needs nor of the infinitesimal movement we 
have made toward where we are going. We are yet in 
the ‘Dark Ages’ of human treatment and we are going 
to remain there unless you have the courage to fight 
for improvement against those who set other values on 
life because of ignorance, insensitivity, or vested interest. 

“Do I sound pessimistic? I am not. I am impatient . . .” 
—From “Modern Concepts in Comprehensive Rehabili- 
tation,” addvess hy Frederick A. Whitehouse, Ed. D.. 
at the Pittshurgh Bicentennial Conference Committee on 
Health, Rehabilitation Section, May 6, 1959. 
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Article of the Month 


Facial Disfigurement: 


A Major Problem In Rehabilitation 


About the Author .. . 


Dr. Converse is the Lawrence D. Bell 
Professor of Plastic Surgery, New York 
University Callege of Medicine: Director 
of the Institute of Reconstructive Plastic 
Surgery. New York University-Bellevue 
Medical Center; and Surgeon-Director. 
Plastic Surgery Clinic, Manhattan Eye, 
Ear and Throat Hospital. Educated in 
Paris. where his father was Director of the 
American Hospital, Dr. Converse was 
graduated from the University of Paris 
Medical School. His residency was at the 
Massachusetts General Hospital and the 
Massachusetts Eye and Ear Infirmary 
1935-1938. After a year of private prac- 
tice, he joined the American Hospital in 
Britain Unit and served at a plastic sur- 
gery center in Hampshire. Later, he or- 
ganized a similar center in Algiers for the 
French and, in the U.S. Army, was as- 
signed to a plastic surgery center at the 
Newton D. Baker General Hospital. At 
the end of the war, he helped establish a 


French center for reconstructive surgery. 


This original article was written es peciall; 
for Rehabilitation Literature. 
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John Marquis Converse, M.D. 


A little more than a century ago the great German surgeon, 
Dieffenbach, wrote of persons with facial disfigurement ‘. . . at 
the sight of whom all men turn in disgust and abhorrence and at 
whose presence children cry and dogs bark.’ Despite the tremendous 
social and medical and surgical rehabilitation advances made in the 
last 100 years, the plight of those with severe facial disfigurement 
unfortunately has not changed greatly since the statement was made. 

The term facial disfigurement is used to designate an abnormality 
of the face that is sufficiently marked to set the individual aside from 
other members of society. There are great variations in the degree of 
this disability. The disfigurement may be so slight that it does not 
command undue attention from others. Even then in many instances 
the psychological wounds that show no scars may be so great that the 
disfigured person himself rejects society under the mistaken notion that 
society rejects him because of his disfigurement. Or, in many cases 
the degree of disfigurement is so gross that a person cannot appear in 
public without marked reactions ranging from pity to horror on the 
part of those who see him. 

Facial disfigurement can be divided by cause into three groups: 
congenital malformations; traumatic disfigurement; and disfigurement 
after disease. 


Congenital Malformations 


Congenital malformations are caused by faulty development in 
prenatal life and vary in type and in frequency. The most well- 
known congenital malformation of the face is cleft lip (harelip) 
with cleft palate, a condition that occurs in about one out of 750 
births. Others are congenital absence of the ear or microtia, which 
occurs in one in 20,000 births, and birthmarks such as port-wine 
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stains, hairy moles, and congenital cysts. More rare 
conditions are absence of the nose and various ab- 
normalities of the eyelid. A fairly frequent congenital 
condition that does not usually manifest itself until ado- 
lescence is malformation of the jaw. 


Traumatic Disfigurement 


Another major contributing cause of facial disfigure- 
ment is accidents. The National Safety Council has esti- 
mated that in 1957, 9,700,000 persons in the United 
States suffered temporary total disability because of ac- 
cident and, of these, 350,000 were left with permanent 
impairments. A recent study by the Cornell University 
Automotive Crash Injury Research Project of 13,316 
injured in automobile accidents showed that the head is 
the most frequently injured part of the body in such 
accidents. Of these persons 72 percent suffered fractures 
of the facial bones; approximately 85 percent of all 
head injuries involved damage to the soft tissues of the 
face. This class of injury includes cuts and bruises, dis- 
figuring lacerations, damage to or evulsion of eyes, and 
severance of facial nerves. Automobile accidents may 
result in permanent disfigurement or disability and may 
become a major cause of compensation by insuring 
agencies. 

No statistics are available regarding the percentage of 
accident victims left with facial disfigurements because 
of burns. Clinical observation, however, shows that this 
figure is high, from burns resulting from the use of 
explosive fuels, home accidents, and atomic radiation. 
It is believed that the incidence of facial disfigurement 
from burns is considerably higher than for disability to 
other parts of the body because of the greater exposure 
of the face. The rate of deaths from burns has dropped 
steadily over the last century as a result of the effectiveness 
of fire-control measures. Some authorities estimate that, 
with reasonable caution and the increased use of well- 
known safety measures, 70 to 80 percent of all burns 
could be prevented. But, since tragedies do occur, such 
as that last fall in Chicago, which claimed the lives of 
89 children and 3 nuns, we must be better prepared 
for such victims. 

The problem of burns centers on three major points. 
The first is prevention of burns. The second is saving 
the life of the severely burned person and preventing 
disability and disfigurement through early specialized 
treatment. The third is the rehabilitation of the victims 
through reconstructive plastic surgery and allied 
rehabilitation procedures. 

According to Artz and Reiss, 6,800 deaths occurred 
from burns in the United States in 1954. It has been 
estimated that 10 to 15 burned patients require hospi- 
talization for every burned patient who dies. A conserv- 
ative estimate is that about 70,000 burned persons are 
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hospitalized every year. According to Moyer’s calculation, 
about 6,000 hospital beds are occupied yearly by burned 
patients. Objective observation shows that no injury is 
treated less expertly by the medical profession at large 
than the burn. This is tragic in view of the disability 
created by loss of function and loss of human dignity 
through disfigurement. Each week that passes as we enter 
the age of atomic energy, electronics, and_fissionable 
materials increases our risk of exposure to burns and 
particularly to severe burns that may result in death or 
disfigurement. 


Disfigurement After Disease 


The third major cause of facial disfigurement is disease. 
In the United States cancer is the commonest disfiguring 
disease. In some countries, in certain areas of Europe 
for example, lupus is a frequent cause, while leprosy and 
various tropical diseases are causes of disfigurement in 
other parts of the world. The erradication of malignant 
tissue requires removal by surgery or destruction by 
radiation, which frequently leaves the patient with severe 
facial disfigurement. While life is preserved, severe func- 
tional disability and gross facial disfigurement are the 
aftermath of treatment. Patients must lead cloistered 
lives unless they can be rehabilitated. 


Rehabilitation 


The facially disfigured present special problems of 
rehabilitation due not only to the particular technics of 
reconstructive plastic surgery required but also to the 
social significance of the face. Since the face is the 
center of attention wherever social interaction occurs, is 
the region where the sense of self is generally located, 
is the dominant part of the body image, and is the area 
most revealing of personality traits, those who have 
gross facial deformity undergo countless indignities and 
social deprivations. Because the face, uncovered by cloth- 
ing, is visible at all times, the facially disfigured indi- 
vidual cannot hide his deformity from others. Other 
types of disabled have moments of respite—a paraplegic, 
for example, sitting in a chair may give a temporary 
semblance of normalcy and a patient with a crippled 
hand may hide his hand by putting it in his pocket; but 
a disfigured face is visible at all times and may not even 
be hidden from the disfigured person himself, who sees 
its reflection in the mirror. 


Many disfigured persons live cloistered lives because 
of the reactions of their fellow beings. Recently Dr. 
Howard A. Rusk in his weekly column in The New 
York Times recalled two veterans with severe facial 
disfigurements who came to him after World War II 
seeking help in finding work as trucker’s helpers on 
a night shift. They were ashamed to be seen in daylight. 
The case records of the pilot demonstration clinic spon- 
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sored by the Society for the Rehabilitation of the Facially 
Disfigured at New York’s Manhattan Eye, Ear and Throat 
Hospital are filled with such tragic stories—of marriages 
broken after the birth of a child with a cleft palate or 
a missing ear; of a severely burned French priest who, 
prior to rehabilitation, refused to show his face during 
the day; of the highly skilled and experienced salesman 
who could not find a job because cancer had eaten away 
his nose. They are the stories of those who live in the 
psychological darkness of egocentric, isolated lives. 

It might be supposed that the severity of the facial 
disfigurement would bear a direct and proportionate re- 
lationship to the degree of social disruption experienced. 
This, however, does not seem to be the case. It is rather 
what the disfigurement ‘‘means” to the person in terms 
of body image and self-concept. The feeling of “ugliness,” 





“The love of life is next to the love of our 
own face, and thus the mutilated cry for 
help.” —Sushruta Samhita, India, 600 B.C. 
(Quoted by Casper M. Epsteen, M.D., 
D.D.S., “Psychological Impact of Facial 
Deformities,” Am. ]. Surgery, Dec., 1958, 
p. 745.) 





which often brings with it a sense of personal unworthi- 
ness, may make a person shrink from social contacts 
and avoid interpersonal relationships or may dictate the 
choice of a vocation. Indeed, some persons are not able 
to bring themselves to seek any kind of employment 
and spend the better part of their lives within the four 
walls of a house or apartment. 

Sometimes the disfigurement, although it may be of 
mild degree, is used by the person as a reason for all 
“failures.”” Thus a child with a cleft palate or cleft lip, 
fearing the ridicule of his schoolmates, may not be able 
to participate fully in the school program, or a woman 
with an overly large or misshapen nose may feel that 
she has no opportunity for a happy married life, or, if 
she does marry and the marriage turns out to be less 
than happy, she may blame the failure on her appearance. 
Some facial disfigurements, though not in themselves 
severe, are nevertheless important because of the person’s 
occupation or profession. For example, a deformity that 
would be no detriment to a man engaged in ordinary 
business may be a barrier to an actor’s achieving his 
professional goals. A dancer who has a scar on her neck 
or chin that the footlights would highlight may find 
that she is refused an opportunity, not on the basis of pro- 
fessional skills but on the basis of a disfigurement. 

When the disfigurement is present at birth or is 
acquired in early childhood when the self-concept is being 
formed, the psychological, social, and emotional prob- 
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lems are usually more severe than when a fairly happy 
and successful adult life has been experienced before 
disfigurement. It must not be supposed that the successful 
removal of the disfigurement or deformity automatically 
results in an equal change within the person. Personality 
problems or character disorders that result from or occur 
concomitantly with the disfigurement can be helped only 
by careful and sometimes long-term professional 
counseling. 


Reconstructive Plastic Surgery 


Practiced in ancient India, revived during the Renais- 
sance in Italy, the art of plastic surgery underwent a 
long period of hibernation until a second revival oc- 
curred at the beginning of the 19th century. The large 
number of publications dealing with plastic ‘surgery 
reveals the interest of the surgeons of the 19th century 
in this field. After the surgeon made his entrance into 
the abdomen, his interest in reconstructive surgery ap- 
pears to have remained static; at the beginning of the 
first World War there were few surgeons with experience 
in plastic surgery in the allied armies. After the division 
of surgery into specialties, contributions to the develop- 
ment of plastic surgery were made not only by general 
surgeons but by ophthalmologists, otolaryngologists, and 
oral and dental surgeons. World War II revealed the 
great need for trained plastic surgeons, and _ special 
centers were established by the armed forces. 


Although establishment of plastic surgery as a surgical 
specialty occurred 20 years ago, recognition of the great 
need for plastic surgery has been slow. The medical 
profession, habituated to saving life and curing disease, 
has considered the rehabilitation of facially disfigured 
patients, for example, less important, because it seemed 
to be concerned primarily with improvement of appear- 
ance. The general public, unfortunately, frequently thinks 
of plastic surgery as being devoted essentially to cosmetic 
improvement. These attitudes probably explain the rela- 
tive dearth of hospital facilities in which to develop 
well-integrated residency training programs in plastic 
surgery. 

The technics of plastic surgery have been greatly per- 
fected during the past 25 years. Advances in anesthesia, 
the control of shock, the development of protective anti- 
biotics against infection, and the development of me- 
chanical devices such as the dermatone for the cutting 
of skin grafts all have facilitated the task of the recon- 
structive surgeon. 

In facial disfigurement the surgeon may be dealing 
with deformities involving the soft tissues and/or the 
bones of the face. He may be dealing with deformities 
involving simple corrective measures, the excision and 
careful approximation of scars resulting in a scar that 
is barely visible, or the replacement and realignment of 
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malunited bone of the facial skeletal framework. In other 
cases the addition of tissue may be required, such as 
in skin grafting when the full thickness of the skin 
has been destroyed by a burn or in bone grafting for the 
repair of bony defects of the face. In other cases an 
entire structure may require reconstruction; for example, 
when the nose has been destroyed through an injury or 
through excision because of cancer, the components of 
the nose, skin, cartilage, and bone must be restored. 


The varieties of facial deformities are innumerable, 
the surgeon is required to reconstruct a missing ear 
or nose; reconstruct an eyelid totally destroyed in an 
accident or by excision for cancer; reconstruct a lower 
jaw after excision for cancer or due to gross underde- 
velopment or injury; repair a cleft lip (harelip) de- 
formity; repair a cleft palate; treat surgically various 
jaw malformations such as prognathism, open bite, re- 
trusion of the mandible; replace skin extensively because 
of deformities from burns and contractures. The multi- 
plicity of deformities involving various facial areas results 
in complex problems of treatment. These require coor- 
dination and team cooperation of specialists such as the 
plastic surgeon, ophthalmic surgeon, otolaryngologist, 
and dental surgeon in order to achieve the best clinical 
results. 

Characteristic of reconstructive plastic surgery in major 
facial deformities are the great number of operations 
required and the length of the period of treatment. As 
many as 25 operations extending over a two-year period 
may be necessary for the rehabilitation of a patient who 
has suffered a severe facial burn. Physical therapy for 
the softening of scars and final blending of skin grafts 
with the remainder of the facial tissues is a useful 
adjuvant in the treatment of these patients. The coor- 
dination of the surgical treatment with the psychosocial 
rehabilitation program throughout reconstruction is es- 
sential if the patient is to be successfully rehabilitated. 


Technics of Plastic Surgery 


The technics available to the plastic surgeon at the 
present time deal with the adjustment of tissues by means 
of excision of scars and readjustment of tissues displaced 
in faulty initial suture of the wound or due to scar 
contracture. Many of these technics employ the principle 
of shifting tissue from the area neighboring the defect: 
one most widely used is the Z-plasty technic, or Z-plastic 
relaxing operation. It is used in most operations for the 
repair of the cleft lip (harelip). When tissue replace- 
ment is necessary, the reconstructive surgeon employs 
tissue grafting; the method most frequently used is 
autografting, the transplantation of tissues from other 
areas of the patient’s own body. Homografting, the trans- 
plantation of tissues from another person, is a life-saving 
measure in severe burns. The skin from the donor is 
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placed over the raw areas left by the skin-destroying 
burn. The homograft is accepted for a time as though 
the homografted skin had been contributed by the pa- 
tient’s own body. After a period, however, the homo- 
grafted skin is recognized by the patient's body as not 
belonging to him and is rejected as a foreign substance. 
This rejection is known as the homograft rejection or 
reaction and is an immunological reaction. The recogni- 
tion of the homograft reaction as an immunological 
process has opened up a new field in orthodox immunol- 
ogy. Extensive research is being carried out in many 
medical centers throughout the world on this problem. 

When the nature of the homograft reaction is fully 
understood and when methods have been developed to 
prevent its occurrence, tissues from other individuals 
will be successfully transplanted. This will open up new, 
wide vistas for the surgeon not only in the field of the 
rehabilitation of the facially disfigured but in the broader 
field of tissue and organ transplantation. Until the final 
solution of the homograft problem the reconstructive 
plastic surgeon is limited to using the patient’s own 
tissues. 

The reconstructive surgeon employs two technics. The 
older is transplantation by the pedicled flap method. 
This technic was employed in ancient India between 
the 10th and 20th centuries before Christ by the caste 
of the potters, who used a pedicled flap from the 
forehead to restore the nose in persons whose noses had 
been amputated for crimes varying from robbery to 
adultery. In the pedicled flap method a portion of skin 
and subcutaneous tissue is detached except for one end 
(the pedicle), which supplies blood from surrounding 
tissues. The flap heals in the new position, and the 
pedicle is severed, since the healed transplanted tissue 
receives a new blood supply from the host bed. The 
free-skin grafting method, the second and more recent 
method employed by the plastic surgeon, dates from 
the latter part of the 19th century. A portion of the 
thickness or the whole thickness of the skin is employed. 
The free-skin graft is completely detached from the 
donor area and is transplanted to the recipient site. It 
is maintained in position by pressure dressings until 
new blood vessels from the host bed grow up into -the 
graft and revascularize it. The free-skin grafting technic 
is widely used for the immediate coverage of skin defects 
resulting from traumatic avulsion in accidents or from 
burns. 

Prior to 1939 skin grafts were cut freehand with a 
long knife by the surgeon. Earl Padgett of Kansas City 
developed a mechanical device, the dermatome, based on 
the principle of the microtome knife of the histologist. 
The skin of the donor site is kept in contact to a circular 
drum by means of an adhesive cement. A sharp knife 
maintained at a predetermined distance from the drum 
permits the cutting of skin grafts of calibrated thickness. 
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The dermatome made a major contribution in the saving 
of life and limb during World War II. 

Only a portion of the thickness of the skin is removed 
for the widely used split-thickness graft; the donor 
bed of the graft is capable of regenerating a new layer 
of epidermis from the remaining epidermal elements in 
the donor area. One use of this graft is to cover defects 
left by the removal of pedicled flaps. The reconstructive 
plastic surgeon also employs many other types of tissue 
transplants such as bone grafts, cartilage grafts, and 
nerve grafts. 


Society for the Rehabilitation 
of the Facially Disfigured 


An organized effort to develop an over-all, compre- 
hensive approach to the problem of facial dishgurement 
was the chartering in the State of New York on October 
29, 1951, of the Society for the Rehabilitation of the 
Facially Disfigured. This organization was formed for 
the purpose of establishing a center to promote the 
welfare and rehabilitation of the facially disfigured, to 
establish fellowships and scholarships for research in 
all aspects of the problem, to inspire and direct formal 
disciplines in this special field, and to finance training 
and education of all personnel engaged in this area of 
the healing professions. The Society has consistently ad- 
hered to as its guiding principle—both in theory and in 
therapy—the modern concept of the teamwork approach in 
the treatment of the whole person. Its clinical staff in- 
cludes specialists in plastic surgery, maxillofacial surg- 
ery, otolaryngology, ophthalmology, prosthetics, ortho- 
dontics, cephalometry, pediatrics, speech therapy, and 
psychiatry. The Society and its staff believe that the 
facially disfigured person must be rehabilitated physically, 
emotionally, socially, and spiritually so he may become 
a nermal, happy, and productive human being. 

Because of a growing incidence of facial disfigurement 
the Society in December, 1955, established a $100,000 
pilot clinic devoted exclusively to reconstructive plastic 
surgery. In the clinic the teamwork approach has paid 
high dividends in results in rehabilitation of the facially 
disfigured. More than 500 patients have been treated 
at this clinic, located at the Manhattan Eye, Ear and 
Throat Hospital. In addition to treatment, the clinic 
has instituted a teaching program for hospital residents 
and fellows. The success of this pilot program demon- 
strated the need for a modern, permanent center for 
treatment of the facially disfigured. 


The Institute of Reconstructive Plastic Surgery 


On October 7, 1957, the Avalon Foundation, recog- 
nizing the urgent need for an institute for reconstructive 
plastic surgery that would devote its time, energies, and 
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resources to research, teaching, and treatment, made a 
grant of one million dollars for this purpose to the 
Society for the Rehabilitation of the Facially Disfigured. 
Construction of the proposed institute will cost approx- 
imately two millon dollars. It will be located in the 
new 19-story, 20-million-dollar University Hospital of 
the New York University-Bellevue Medical Center in 
New York City. When completed, the physical plant 
of the Institute will have some 9,600 square feet of 
space for outpatients, a half-floor for inpatients, three 
fully equipped operating rooms, and 1,600 square feet 
for research laboratories. This modern plant is expected 
to become a reality in 1960, and it will then be entitled 
to draw upon the vast medical resources and facilities of 
the Center. 

The grant also provides the first endowed Chair of 
Plastic Surgery, to be known as the Lawrence D. Bell 
Chair of Plastic Surgery in honor of the late aviation 
pioneer and founder of the Bell Aircraft Corporation. 
Mr. Bell was a founder of the Society for the Rehabili- 
tation of the Facially Disfigured and was its president 
until his death in October, 1956. Although the Institute 
of Reconstructive Plastic Surgery has not yet become a 
physical reality, important research and rehabilitation 
work already has begun under its auspices. 

Under grants from the U. S. Public Health Service, 
the Institute staff, using facilities of both the New 
York University College of Medicine and Bellevue Medi- 
cal Center, is now carrying out a research program con- 
sisting of: 

© investigation of the behavior of skin homografts, that 


is, skin transplanted from one individual to another 
(man to man, rabbit to rabbit, etc.) 


@ investigation of the behavior of skin heterografts, 
such as transplanting of the skin of a cow’s embryro 
to a human for the treatment of severe burns. 


© investigation of wound healing in various types of 
skin grafting, a necessary basis for the foregoing 
studies. 


One specific study is devoted to whether the biochem- 
ical behavior of skin grafts differs depending upon the 
type of graft, ¢. g., homografts, heterografts. Another 
study is investigation of the possible stages in embryo- 
logic development of an animal when tissues from the 
embryo or tissues transplanted fo the embryo may be 
accepted without being rejected by the normal chemical 
processes of the body. A third study, now being con- 
ducted with animals and humans, is devoted to determin- 
ing which persons in a burn victim’s family are the 
most successful donors of temporary skin homografts to 
be used as covering for massive burned surfaces. This 
work offers the hope that permanent tolerance to the 
person's skin or organs may be induced during infancy, 
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offering a tremendous potential for transplantation in 
later life in cases of accident, disease, and burns. A fourth 
project is study of the rate of wound healing and methods 
by which accelerated healing might be obtained by ap- 
plying various so-called wound stimulants. 

Under a $32,000 yearly grant from the Office of Voca- 
tional Rehabilitation, the Society has begun a study of 
the teamwork approach in the rehabilitation of facially 
disfigured patients in the Children’s Division of the 
Institute of Physical Medicine and Rehabilitation at the 
Medical Center. This pilot study with children is part 
of a larger project including rehabilitation of adults. 
Services include pediatric examination ; psychological, so- 
cial, and counseling services for both children and parents ; 
physical and occupational therapy; speech training; and 
schooling and recreation as required. This work, with 





its teamwork approach, will be expanded at the new 
Institute of Reconstructive Plastic Surgery. 


he last 100 years have unfortunately seen little 

change in the attitudes toward the facially disfigured 
so dramatically emphasized by Dieffenbach. The technical 
aspects of reconstructive plastic surgery have since then 
become an exact science. Far-reaching technological ad- 
vances loom on the horizon. It also appears now for 
the first time that the long-neglected psychological, social, 
and vocational problems of the patient with severe facial 
disfigurement may receive consideration. Doing so will 
give meaning for the facially disfigured to Morris Fish- 
bein’s definition, “Rehabilitation is the ultimate restora- 
tion of the disabled person to his maximum capacity— 
physically, socially and vocationally.” 
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Employability of the Maultiple-Handicapped; Work Adjustment in the Sheltered 
Shop Under Counselor Supervision. By William Usdane, Ph.D., Professor of 
Education and Coordinator of Special Education and Rehabilitation Counseling, San 


New projects concerned with the vocational and personal adjustment of the 
multiple-handicapped client provide a therapeutic environment in a workshop 
setting. Dr. Usdane discusses the work reality setting and explains the inter- 
personal relationships between client and supervisor that on a day-to-day basis 
can help the client gain insight as to his work role as well as to his interpersonal 
role with others. Many of these projects have been supported in part since 1955 
by the Office of Vocational Rehabilitation. (Reprinted from the January 1959 


Physical Therapy for Motor Disorders Resulting from Brain Damage. By Sarah 
Semans, A.M., R.P.T., Instructor in Physical Therapy, School of Medicine, Stanford 


Miss Semans presents an orderly review of the current methods of neuromuscu- 
lar facilitation for brain damage residuals and gives some examples of technics, 
and—most important—presents some questions and answers on the rationale for 
the methods. She issues some warnings to therapists on the acceptance of 
concepts and use of technics. (Reprinted from the April 1959 issue.) 


Problems of Sensorimotor Learning in the Evaluation and Treatment of the Adult 
Hemiplegic Patient. By Glenn G. Reynolds, M.D., in collaboration with Signe 


Dr. Reynolds and Miss Brunnstrom offer a concise review of neuromuscular 
physiology and its importance in the evaluation of sensory disturbance in the 
hemiplegic patient. A testing device useful in analyzing the effectiveness of 
facilitative procedures in hemiplegic rehabilitation is described. (Reprinted 
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About the Reviewer. . 


Three years ago Mr. Severson became 
director of the Sunnen Foundation of 
St. Louis. As executive director of the 
Chicago Lighthouse for the Blind, 1946- 
1956, he earned wide recognition in com- 
munity welfare planning as well as in 
workshop administration. Chairman of 
the Review Committee on Ethical Stand- 
ards, he presented at the 1958 meeting 
of the American Association of Workers 
for the Blind a progress report on “Qual- 
ity of Services for Blind People.’ Mr. 
Severson holds M.A. degrees both from 
the University of Chicago and Columbia 
University and was professor of sociology 
at Drake University in 1937-1943. He 
served in the U.S. Navy during World 
War Il. 


About the Authors... 


Dr. tenBroek, who holds the law degree 
of J.S.D., has been with the Department 
of Speech, University of California, since 
1946 and its chairman since 1956. He 
has been president of the National 
Federation of the Blind from its incep- 
tion in 1940. He is blind. Mr. Matson is 
a lecturer in the speech department and 
co-author with Dr. tenBroek and Edward 
N. Barnhart of “Prejudice, War, and 
the Constitution.” 


Dr. Cruickshank in 1946 received his 
Ph.D. from the University of Michigan 
and joined Syracuse University, where 
he is Professor of Education and Psycho- 
logy and Director af Education for Ex- 
ceptional Children. He has been presi- 
dent and chairman of the board of 
trustees for the Council for Exceptional 
Children. He is on the board of the 
National Council on Psychological As- 
pects of Disability. Dr. Trippe is As- 
sistant Professor of Special Education 
and Director of Research in Special 
Education and Rehabilitation at the 
University. 
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Hope Deferred; 


Public Welfare and the Blind 


and 


Services to Blind Children 
in New York State 


Two Books Reviewed by Alfred L. Severson 


D* tenBroek, president of the National Federation of the Blind, has 
for some years been a major critic of agencies and programs for 
blind people. This book continues a controversy that has reached the 
name-calling stage, as indicated in the following quotations. “In the 





Hope Deferred; Public Welfare and the Blind 
By: Jacobus tenBroek and Floyd W. Matson 


1959. 272 p. tabs. University of California Press, 
Berkeley 4, Calif. $5.00. 





hearings of the Senate Labor Committee’s Subcommittee on Health, 
early in the spring of 1954, the viewpoint of caretaker agencies for 
the blind (notably the American Foundation for the Blind and the 
American Association of Workers for the Blind) was clearly articulated” 
(page 244). ‘The two bills sponsored by the private agencies contrasted 
with a measure introduced under sponsorship of the National Federation 
of the Blind (H.R. 6657)” (page 246). 

About half the book is a review of the development of the social 
security programs to demonstrate the invalidity of the means test in 
public assistance. The treatment of the means test makes evident that 
the book is a propaganda document instead of a responsible treatment 
of difficult subjects. To remove the means test from blind recipients of 
public assistance—and by the same reasoning from all other recipients 
would create governmental, financial, and personal problems that 
stagger the imagination. The book is blind to these considerations. As 
in so much propaganda literature, the book uses the method of making 
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flat statements and then selecting quotations and incidents 
as proof. Almost anything can be made plausible to the 
gullible by this method, a method that frequently distorts 
the position of a person by quoting him out of context. 

Some of us have been hoping for a long time that Dr. 
tenBroek would exhibit a breadth of understanding and 
objectivity that would make him a leader in the whole 
field of work for blind people instead of a leader of a 
segment of blind people. This book indicates that we must 
continue to live with hope deferred. 


pee in determining the number and character- 
istics of any handicapped group are clearly revealed 
in this study, which was made under very favorable 
circumstances. The study is limited to blind children under 
21 years of age and to the state of New York, which has 





Services to Blind Children in New York State 
By: William M. Cruickshank and Matthew J. Trippe 


1959. 495 p. illus., tabs., forms. (Syracuse Univ. Special 
Educ. and Rehab. monograph ser. 4) Syracuse University 
Press, Box 87, University Station, Syracuse 10, N. Y. 
$5.00. 





a law requiring the registration of blind people. The 
study identified 2,773 individuals under age 21 as of Oct. 
1, 1956, compared with 2,286 on the state register. The 
basic method employed was the analysis of replies to long 
and involved questionnaires sent to over 7,000 schools 
and agencies in the state. The report contains 219 statistical 
tables and 17 figures analyzing the data on the children 
and on the available services. 

The book is at the opposite pole of so much of the 
propagandistic literature in the field of work for blind 
people. It goes overboard, however, in the confusing 
detail of its presentation, showing, so to speak, all the 
details of the study skeleton. Many of the facts will be of 
interest to specialists in the field, but, like so much of the 
survey-type literature, the book has little interest for others. 
A major value of the book may be to act as a warning to 
others who may develop immature plans for a “study” of 
blind people. 

In addition to blindness, 31 percent of the 2,773 chil- 
dren had other physical disabilities, the most frequent 
being cerebral palsy and epilepsy; 28 percent were re- 
ported as having some form of speech impairment; 14 
percent had intelligence quotients below 50. Fifty-one, or 
1.8 percent, had intelligence quotients above 130. The 
authors emphasize that these figures ‘must be treated 
cautiously”” because frequently the basis for the original 
evaluation is questionable. 

A host of detailed recommendations are made in the 
final chapter, including a list of 20 “musts” and “shoulds”’ 
for local school systems that have blind students. The 
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recommendations stem in part from the facts but also from 
the general philosophy of the authors. 

The study was financed by the American Foundation 
for the Blind with funds granted by the E. Matilda 
Ziegler Foundation for the Blind, Inc. 
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605 
Aphasia Handbook for Adults and Children; Recover- 
ing Skills of Speech, Reading, Writing, Arithmetic 


By: Aleen Agranowitz and Milfred Riddle McKeown 


1959. 103 p. illus. Edwards Bros., Ann Arbor, Mich. 
Available from Lakewood Speech Clinic, 4623 Harvey 
Way, Long Beach 8, Calif. $3.25. 


BASED ON EXPERIENCE in retraining aphasic 
patients at the Long Beach V.A. Hospital, Calif., 
the handbook offers a general orientation to the prob- 
lem of aphasia with descriptive methods for retraining 
at the adult level. An additional section discusses child- 
hood aphasia and specific technics found effective in 
establishing such language functions as auditory-verbal 
recognition, motor speech patterns, and association of 
speech sounds and words. Emotional problems associated 
with aphasia in adults and children are considered with 
suggestions for their management. The handbook should 
be useful to college students of speech therapy, to pro- 
fessional personnel in the related fields of special educa- 
tion and rehabilitation, to the professional speech thera- 
pist, and to families of the aphasic patient. Although 
devised primarily to aid in speech training of the apha- 
sic patient, many of the technics can be adapted to train- 
ing of the hard of hearing, the cerebral palsied, the 
laryngectomee, the mentally retarded, and those with 
delayed development of speech. 


606 
The Challenge of the Retarded Child 


By: Sister Mary Theodore 


1959. 199 p. Bruce Publishing Co., Milwaukee 1, Wis. 
$3.95. 


AS TEACHER AND SUPERVISOR at St. Coletta 
School for Exceptional Children in Jefferson, Wis., 
Sister Theodore has worked for more than 30 years 
with retarded children. Her book, written primarily 
for parents, discusses the varying degrees of mental 
retardation and their characteristics and causes, as 
well as methods for training and educating mentally 
retarded children. Separate chapters deal with the 
mongoloid child and the child with brain injury. 
Parental and family attitudes, early care of the retarded 
child at home, the benefits of nursery school and special 
classes, advantages of the residential school, the assets 
of group care, and the value of religious training are 
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considered. A brief historical summary of the problem 
of mental retardation concludes the book. Throughout, 
actual experiences with children with various degrees 
of retardation are used to illustrate specific ways of 
meeting the needs of these children. Professional per- 
sons working in the field should find the book helpful 
as a resource in counseling parents and in the manage- 
ment of the retarded. 


607 
Counseling and Psychotherapy; Theory and Practice 


By: C. H. Patterson 


1959, 322 p. Harper & Bros., Publishers, 49 E. 33rd St., 
New York 16, N. Y. $6.00. 


PREPARED AS A TEXT for advanced students of 
counseling and psychotherapy, the book deals systemat- 
ically with issues the student will have to resolve in 
actual experience with clients. Dr. Patterson advocates 
the client-centered approach to counseling since it con- 
tains, in his opinion, the necessary and sufficient condi- 
tions for psychotherapeutic change. This particular ap- 
proach is based on a philosophy of human relations and 
a theory of human behavior, stressing the value of the 
individual, and his development as a person and a self 
in a group of other selves. Emphasis is on ethics and 
values:in therapy and cultural factors in relation to 
emotional disturbances and psychotherapy, rather than 
on specific technics of counseling. The writer believes 
the book should be of value in developing a professional 
attitude in students and in helping them to frame a 
theoretical or systematic approach to counseling and 
psychotherapy. Part IV is an examination of some cur- 
rent controversial issues in regard to theory and practice 
in psychotherapy. Bibliographies are extensive. Dr. Patter- 
son is the author of Counseling the Emotionally Disturbed 
(see Rehab. Lit., June, 1958, 4717). 
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Rehabilitation in Canada, Part Il: Provincial and Local 
Programs 


By: Research and Statistics Division, Department of 
National Health and Welfare, Canada 


1959. 222 p. tab., chart. (Health Care ser., memorandum 
no. 9) Mimeo. Paperbound. Published by Canadian 
Dept. of National Health and Welfare, Ottawa, Canada. 


IN THIS REVIEW of major Canadian governmental 
and voluntary rehabilitation programs for civilians, both 
children and adults, and for war veterans, services rang- 
ing from medical care to vocational rehabilitation are 
described. Published in two parts, the first volume (yet 
to be published) is an historical account of the develop- 
ment of rehabilitation services in' Canada, with a de- 
scription of programs for special groups and for specific 
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disabilities. Part II, the volume reviewed here, analyzes 
programs and services in each of the 10 Canadian prov- 
inces. Each chapter covers a general summary, histor- 
ical development, provincial programs for adults, re- 
habilitation services for workmen’s compensation cases, 
special services for handicapped children, specific disa- 
bility services, and financial arrangements and costs. No 
attempt has been made to evaluate the effectiveness of 
individual programs. This detailed report, the first of 
its kind published since 1951, notes changes in programs 
existing at that time and the introduction of new pro- 
grams since 1951. A table of contents at the beginning 
of each chapter facilitates easy reference. 

Available from Mr. Joseph W. Willard, Director, Re- 
search and Statistics Division, Department of National 
Health and Welfare, Ottawa, Canada. 


609 
Report of the Working Party on Social Workers in the 
Local Authority Health and Welfare Services 


By: Department of Health for Scotland, Ministry of 
Health (Great Britain) 


1959. 375 p. tabs. Published by H. M. Stationery 
Office, London, and available in the U. S. from British 
Information Services, 45 Rockefeller Plaza, New York 20, 
N. Y. $2.81, postpaid. 


THE WORKING PARTY made thorough inquiry 
into “the proper field of work and the recruitment and 
training of social workers at all levels in the local authori- 
ties’ health and welfare services under the National 
Health Service and National Assistance Act .. .”” Particu- 
lar consideration was given the question of whether 
there was need for the general purpose social worker 
with inservice training. Information was obtained on 
the administrative structure of health and welfare serv- 
ices, qualifications and salaries of staffs, the use of volun- 
tary organizations, methods of coordination and cooper- 
ation, and inservice training currently available. Part I 
traces the development of health and welfare services 
from the social work point of view; Part II covers the 
needs of those using the services and the functions of 
workers in meeting their needs. Parts III, IV, and V 
discuss provisions and facilities for the training of social 
workers, liaison of social workers with workers in re- 
lated statutory services, the role of voluntary organizations, 
and administrative and financial aspects of improved 
services. A summary of recommendations follows the 
Introduction. Services for the handicapped are discussed 
in each chapter; the unusually detailed table of contents, 
giving paragraph numbers, serves more or less the 
purpose of an index and makes referral to a specific 
subject less time-consuming. The book offers a most 
comprehensive view of the field of social work within 
the framework of health and welfare services. 
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610 
Surgery of the Foot 


By: Henri L. DuVries; Foreword by Karl A. Meyer, 
Introduction by Edward L. Compere 


1959. 494 p. figs. C. V. Mosby Co., 3207 Washington 
Blvd., St. Louis 3, Mo. $12.50. 


THIS VALUABLE reference book for the orthopedic 
surgeon, the general surgeon, pediatrician, and the physi- 
cian in general practice was written by a surgeon who 
has devoted nearly 30 years to study of the diseases, 
deformities, and injuries of the human foot. Dr. DuVries 
discusses fully the structure and function of bones of 
the ankle and muscles of the calf, equipment necessary 
for diagnosis of disabilities of the foot, the importance 
of recording a detailed history prior to examination, 
surgical procedures, and postoperative care. Procedures 
for specific conditions—infections, burns, freezing, for- 
cign bodies, athletic injuries and sprains, chronic circu- 
latory ulcers, and a host of others—are described con- 
cisely with many practical suggestions for management. 
Chapters 16, 17, and 18 discuss static deformities, 
anomalies and congenital defects, and amputations. The 
book has both a subject and an author index, bibli- 
ographies following each chapter, and more than 400 
illustrations, 


611 
Textbook of Pediatrics 


Edited by: Waldo E. Nelson (with the collaboration 
of 81 contributors) 


1959. 1462 p. illus., figs., tabs. W. B. Saunders Co., 
W. Washington Sq., Philadelphia 5, Pa. $16.50. 


ALTHOUGH somewhat shorter than the previous 
edition, the latest revision of this comprehensive text- 
book contains completely new chapters on the clinical 
appraisal of infants and children, parenteral fluid therapy, 
drug therapy, anesthesia, prenatal factors in diseases of 
children, the newborn infant, tuberculosis, rickettsial 
diseases, mycotic infections, the respiratory tract, nervous 
system, convulsive disorders, cerebral palsy, and ortho- 
pedic pediatrics. Other new sections cover tropical esosin- 
ophilia, kala-azar, cirrhosis of the liver in Indian chil- 
dren, pulmonary ventilation in health and disease, mesen- 
chymal diseases, behavior problems associated with or- 
ganic brain damage, and the physician and the child 
with a handicap. Mental and emotional development 
and psychologic disorders are given adequate considera- 
tion. With accidents and poisonings being the cause 
for the largest number of deaths in the pediatric age 
group, the lengthy section on diagnosis and treatment 
of poisoning in children should be of great value. A 
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large number of potentially toxic chemical compounds 
are listed with specific treatments recommended. 


612 
VA Prospectus: Research in Aging 


By: U. S. Veterans Administration 


1959. 125 p. figs., tabs. Available from U. S. Superin- 
tendent of Documents, Government Printing Office, 
Washington 25, D. C. $1.50. 


CONTENTS: Aging of molecules, Isidore Gersh; 
Discussion, Wendell H. Griffith—Aging of cells, Robert 
J. Boucek; Discussion, Albert I. Lansing.—Aging of 
organs, James E. Birren; Discussion, Ralph W. Gerard. 
—Aging of individuals, Charles F. Geschickter; Discus- 
sion, Eugene M. Landis.—Aging of groups, Jack Wein- 
berg; Discussion, William D. Stroud.—Summary, Wilburt 
C. Davison. 

Papers and extemporaneous discussions presented at 
a meeting of the Veterans Administration Advisory 
Committee for Problems of Aging in May, 1958. Current 
medical knowledge and medical research to improve 
the care and treatment of elderly persons were discussed. 
Socioeconomic aspects of aging were not considered. 


613 
Vocal Rehabilitation 


By: Friedrich S. Brodnitz 


1959. 119 p. figs. Spiral binding. Paperbound. Published 
by the American Academy of Ophthalmology and 
Otolaryngology. Order from William L. Benedict, M. D., 
15 Second St., $.W., Rochester, Minn. $2.00. 


THE MANUAL reviews facts necessary to an under- 
standing of functional voice problems, the pathological 
conditions influencing dysfunction, diagnosis, and thera- 
peutic approaches to vocal rehabilitation. Part I discusses 
the physiology of the vocal organs as it relates to the 
production of speaking and singing voice. Part II covers 
functional voice disorders, their causes, general principles 
of vocal rehabilitation, and specific methods of therapy. 
Part III discusses only those organic conditions demand- 
ing active vocal rehabilitation—abnormalities causing 
nasality, vocal cord paralysis, structural abnormalities 
and benign tumors, malignant growths, and oral abnor- 
malities. Medical and surgical problems involved in 
organic conditions affecting the normal voice are not 
discussed since these are adequately handled in textbooks 
on otolaryngology. The information contained in the 
manual should provide the laryngologist with sufficient 
background knowledge for diagnosis and treatment of 
the patient with impaired vocal function, in cooperation 
with the speech therapist. The bibliography of 150 refer- 
ences should be a further aid. 
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Digests of the Month 


Journal articles, chapters of books, research reports, and other current publications 
have been selected for digest in this section because of their significance and possible 
interest to readers in the various professional disciplines. Authors’ and publishers’ 
addresses are given when available for the convenience of the reader should he desire to 
obtain the complete article or publication. The editor will be most receptive to sug- 
gestions as to new publications warranting this special attention in Digests of the Month. 


614 
Adjustment to Disability; Some Observations on 
Patients with Multiple Sclerosis 


By: Paul Chodoff, M.D. (Dept. of Neurology, George 
Washington University Medical School, Washington, 
D.C.) 


In: J]. Chronic Diseases. June, 1959. 9:6:653-670. 


Ant” was conducted in an effort to understand the 
patterns of adjustment manifested by patients, to 
analyze the structure and function of these patterns, and 
to study interactions between the disabled and the un- 
handicapped. All patients studied had multiple sclerosis, 
diagnosed at the Multiple Sclerosis Center, George Wash- 
ington University Hospital. Group psychotherapy was 
used chiefly; 17 weekly 11/4-hour sessions were tape- 
recorded and transcribed. After each session the two 
group leaders (psychiatrists) and a nonparticipating 
observer discussed the meeting; the psychiatrists later 
wrote up their observations. At completion of the group 
therapy phase, one of the psychiatrists interviewed each 
patient individually. Formal psychological tests were given 
all patients, and, where appropriate, neurological pro- 
cedures were used. 

The 21 participating patients were 10 men and 11 
women. Attendance at a session averaged 9 patients, 
varying from 4 to 19. An average of 9 sessions per patient 
were attended, with a range of 1 to 17 sessions. Sixteen 
patients were working full or part time or were house- 
wives. The group had varying types of background, 
education, income, intelligence, occupation, and sophistica- 
tion. There was a wide range of neurologic disabilities. 

Patients with multiple sclerosis were selected because 
of convenience and availability. It was thought a common 
focus of interest would foster group identity. The special 
character of multiple sclerosis introduces some conditions 
not seen in similar disabilities. However, it may reasonably 
be assumed that conclusions drawn will apply to other 
adults with acquired and stationary or slowly progressive 
disabilities. It may be said that patients coming through 
the Center have special characteristics in seeking for help. 
However, many others with chronic diseases with no 
known cause or effective treatment seek help wherever 
they might find it. Most important in regard to selectivity 
is the factor of certain members of the group dropping out 
after the first meeting. Most of those remaining should 
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be considered well adjusted to their disease and the others 
poorly adjusted. 

In our study we found the reaction to increased depend- 
ency largely ambivalent. The attitude that dependency is 
a threat that must be resisted is apt to be the conscious 
one, while the longing to be taken care of like an infant 
is seldom long in the awareness, since few can accept such 
a personality component without guilt. Hostile impulses 
often accompany this conflict between the acceptance and 
rejection of dependency. Inferiority and subservience are 
implied by dependency. Hostility may be shown in the 
rather frequent sniping at doctors, not often expressed 
directly for support may be vital. These basic conflicts 
about dependency and the hostility engendered are largely 
unconscious and cannot be dealt with by the executive 
arm of the personality. However, they are dynamic and 
must be brought into equilibrium. It is the thesis of this 
paper that the adjustment of the disabled person to his 
disease can be understood to a great extent by the 
measures taken to deal with his conflicts. One might 
picture the disabled as existing in a kind of triangular 
prison, the walls consisting of his personality, flexible 
or rigid, his disability, mild or severe, and the culture in 
which he resides, positive or negative in its attitudes 
toward physical handicap. 


Problem of Adjustment. In planning the project we 
believed adjustment could be assessed by the patient's 
ability to be productive within the limits of his disability 
and by his inner comfort. These criteria were not easy 
to apply without omniscience. Whose adjustment is 
better—a wheel-chair patient who drives to work every 
day, often exhausting himself, partly because of the 
approval he receives, or a patient who exaggerates a less 
serious disability, does no work, and succeeds in forcing 
others to care for him? 


Adjustment Patterns. Certainly disabled persons at 
times can attain an objective, insightful acceptance of their 
increased need to be dependent. For practical purposes, 
most of the handicapped must deal with their problems 
in a less than ideal manner, just as the rest of us. Our 
patients tended to fall into two groups. In the first, 
conflicts were dissociated from awareness through defense 
mechanisms, particularly denial, but also reaction forma- 
tion and projection. The pattern is primarily repressive, 
a fighting rather than an accepting or surrender to con- 
flicts. In the second pattern, the dependency is exaggerated 
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and help is clamored for, more than required. This is 
regressive, representing a giving in to the impulses. The 
two patterns arc not mutually exclusive and can be em- 
ployed by all patients at times. 


Denial Pattern. All the patients studied made some use 
of denial. Explicit verbal disclaiming of the existence 
of the disability was not seen. Denial may be expressed 
indirectly in both verbal and nonverbal behavior. The 
almost compulsive energy with which many patients tried 
to compete with the unhandicapped represents a very 
profound denial of the realities. At every session certain 
slogans, ‘‘you’ve got to keep going,” ‘you're as good 
as anyone,” “‘other people are worse off than you,” ‘mind 
over matter,’ were repeated with a kind of incantatory 
fervor seemingly aimed at the denial and transformation 
of reality. Not to be working or trying to get work was 
accepted by all as a shameful state of affairs. That you 
were out of work, not because of inability to get a job, 
but because of shiftlessness was an article of faith with 
most. 

None in the group expressed openly a wish for the 
refuge of wheel-chair life. Any such feelings were un- 
conscious and might be suspected only because of vigorous 
negative expressions. It seemed good form to voice 
vigorous abhorrence of the wheel chair and to express 
the belief that one could somehow by an effort of will 
avoid or reverse the need for one. Some of the group's 
attitudes may have been based on recognition that the 
wheel-chair patient is viewed very differently by the 
healthy and that he acquires a new and sometimes un- 
pleasant set of interpersonal relationships. 

An important set of devices used by some for denial 
might be subsumed under the heading of magic. By this 
I mean the belief that some supernatural agency would 
intervene in their behalf or a rationalization of such a 
belief through the uncritical acceptance of pseudoscience 
and pseudomedicine. Magical cures were a frequent topic. 
Despite being told otherwise, a number of patients persist- 
ently adhered to the thesis that the purpose of the group 
was to find a cause and cure for multiple sclerosis. I felt 
that an unconscious hope for a magical reward for good 
behavior was a principal motive for continued attendance 
at the sessions by some and accounted for the inability to 
absorb statements of the real purpose. 

More subtle forms of denial may be thought of as the 
psychodynamic explanation for those who displayed guilty 
and depressive reactions to their illnesses (blaming an 
unknown defect or a personal excess) and for those who 
tended to blame others for their condition (as in blaming 
doctors for wrong treatment or lack of proper interest). 
Both attitudes deny the patient is helpless in an imper- 
sonal and remorseless disease process and affirm the hope 
of a magical relief, since if one is sick because of one’s 
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own misdeeds or someone else’s malice, then there can 
be hope of cure through expiation or propitiation. 


Progressive Pattern. The patient may proclaim his 
dependency. He abdicates claim to competitive equality ; 
he exaggerates his disability and is willing to endure dis- 
approval and contempt for the sake of the gratification 
he receives. No patient is wholly repressive or wholly 
regressive. In the project adjustment by denial was most 
often scen. Those using primarily the regressive mode 
did not enter the group or soon dropped out. A regressive 
person would soon be made anxious in an atmosphere 
echoing with hortatory cries. Besides, not being blinded 
by a need to deny his dependent impulses, he may be in 
a position to observe that some of the others’ slogans are 
patently false. 

The ability to shift orientations was common though 
it could be observed more readily in the behavioral than 
in the verbal sphere, where slogans and attitudes seemed 
to provide security. Such elasticity may make for a useful 
adjustment, whereas the rigid and obligatory use of only 
one mode may interfere with the ability to deal ap- 
propriately with reality. Examples of insightful accept- 
ance, which diminishes the need for repression or regres- 
sion, were not infrequent. Very admirable courage and 
patience were evident in the behavior of many. 


The Disabled and His Human Environment. Reasons 
for the disabled’s ambivalent attitude toward those about 
him are not hard to understand. He needs liking, respect, 
and sometimes help. However, his disability brings about 
an intensification and distortion of these needs as they 
conflict with what he expects society to expect from him 
and as his performance falls more and more short of the 
requirements of his idealized self-image. Such conflict 
often brings some hostility, envy, and fear toward the 
healthy. In the group much hostility was kept out of 
awareness through a reaction formation resulting in be- 
havior designed to please the well. Attempts to please may 
be regarded as realistic attempts to make the best of a 
bad situation, but they are more, as indicated by a tendency 
of the patients to extract increasing credit by trying to 
do more than they really could. At times there were 
expressions of resentment that so much is expected. 


Patients who regress manifest a reaction formation to 
their hostility indirectly by complaining, whining, and ex- 
cessive demands that make others annoyed, impatient, and 
guilty because of thoughts about the “‘sick invalid.’’ Such 
patients get satisfaction from direct fulfillment of de- 
pendent needs and manipulating their environment. 

In the healthy, marked ambivalent conflicts about de- 
pendency may arouse negative feelings toward the dis- 
abled. They may be expressed variously, directly as overt 
rejection, indifference, or even cruelty, or indirectly 
through reaction formations such as excessive sympathy, 
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a prying kind of curiosity, or the sort of pseudohelpless- 
ness that prevents the patient from doing as much as he 
is able to do, making him more helpless than is the case. 


Conclusions. It is important that those who work with 
the disabled try to understand the emotional reactions of 
the patients to their disabilities. Being dependent is not 
always and per se a bad thing for the handicapped. To 
know that patients are capable of exploiting their handi- 
caps in a manipulative way makes possible a more objective 
and less guilty attitude toward the problems of this kind 
of disabled person. The individual and group behavior of 
the patients studied was to a striking extent recognizably 
like the behavior of the nondisabled. They demonstrated 
in triumphant fashion the essential quality that has enabled 
humans to survive as a species. 


The Journal of Chronic Diseases is published monthly 
by the C.V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, Mo.; subscription rate $12.50 (Canada, Latin 
America, and Spain $13.00; other countries $14.00), 
single copies $2.00. 
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Psychological Aspects of Congenital Heart Disease 


By: Harold Cooper, M.D., D.P.M. (Cape Town, Union 
of S. Africa) 


In: S. African Med. J. April, 1959. 33:17:349-352. 


WW" a child with congenital heart disease is admitted 
to hospital for operation, there is often a tendency 
tu diagnose and treat the anatomic defect without adequate 
regard to the child’s intellectual, emotional, and person- 
ality structure. Such an approach fails to recognize the 
importance of treating a child cardiac as a total individual. 
This paper is confined to aspects of congenital heart disease 
in children, but a good deal of what is said can be applied 
to other conditions. I wish to draw attention to the possible 
importance of the psychological aspects of organic dis- 
orders and to emphasize a total approach to medical 
problems. 

Psychological trauma of considerable magnitude is 
inflicted on a child by hospitalization, surgery, post- 
operative pain and discomfort, and the sudden removal 
of parental love and care. A few months ago I observed 
methods used at the cardiac surgery unit in the Mayo 
Clinic in Minnesota under John Kirklin. He insists on the 
thorough application of a correct psychological approach 
in handling surgical patients. He prepares the child for 
his experience even before admission to the hospital. He 
explains about the operation, anesthesia, and postoperative 
conditions. The child is warned about the wound, the 
stitches, and drainage tubes. The oxygen tent is explained 
and compared to a space ship. The child is invited to 
ask questions. After eliminating mystery and fear for the 
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child, Dr. Kirklin reassures the parents and asks them if 
they have questions. Parents are asked to be present until 
the child sleeps the first evening and one half-hour before 
the operation. They come to the child’s bedside when he 
becomes conscious. During the first 48 hours parents are 
asked to visit hourly for five minutes. Later visits are more 
casual. Parents are warned that for the first week or two 
these patients may blame their parents for much of what 
they suffer. 


The Years Before Surgery 

After first recognition of the cardiac lesion, the heart 
condition is constantly observed and assessed, An evalua- 
tion of the child as a total individual should be included, 
for he is subject to profound and important psychological 
reactions, arising mainly from physical handicaps produced 
by the disease and faulty parental attitudes. 

From birth on every child has a psychological goal of 
emotional security. With physical disability caused by a 
diseased heart, the anxiety-provoking situations become 
magnified and the ability to deal with them reduced. An 
infant with difficulty in feeding becomes anxious, The 
anxiety produced by a perpetual struggle for breath is 
readily understood. The infant’s fears are increased by the 
strain and exhaustion of passing excreta and by the dysp- 
noea that may interfere with sleep. The development of 
motor power, coordination of movement, and walking 
represent a struggle. Nothing comes easily to a child with 
cardiac disease—the world appears threatening and fright- 
ening. He fails in the battle to keep up with other children. 
His activity and play are restricted and his relationships 
thwarted. The problems of sibling relationships tend to 
become accentuated and complicated for the child, for 
instance when he cannot compete with a younger brother. 
The constitution of the family must be included when 
assessing the emotional problems of a child with cardiac 
disease. 

Once the child is physically handicapped, psychological 
handicaps follow. Very soon unhealthy defense mecha- 
nisms develop. Some may abandon the struggle and avoid 
situations likely to present anxiety. They may gradually 
become grossly introvert, unable to establish normal inter- 
personal relationships. Another group may react to anxiety 
with overdependence on their parents. They are afraid to 
be alone or go to school. They usually do not achieve the 
emotional independence essential to satisfactory personality 
integration. Aggressive behaviour may result from re- 
sentment, frustration, jealousy, and inability to compete. 
Temper tantrums, crying spells, and other attention-seek- 
ing mechanisms may develop. Thumb-sucking, enuresis, 
nightmares, and nail-biting are often seen. 

Of fundamental importance in treatment are an adequate 
appreciation of the stress and strain parents experience 
and an understanding of their emotional reactions. Learn- 
ing that her child has congenital heart disease is great 
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psychological trauma to a mother. If she is neurotically 
oriented, she will not deal with the situation with a 
minimum of emotional disturbance. Her intelligence will 
be of less significance than her emotional make-up. 
Environmental circumstances will have influence. 


The idea that the child’s condition may represent some 
form of punishment readily asserts itself. A woman with 
an over-developed superego, particularly, will tend to 
find, to her, reasonable explanations for the calamity, such 
as minor quarrels with her husband during pregnancy, her 
failure to rest or tend to her diet as advised, and other 
trivialities that loom in her mind. Guilt also is readily 
aroused when a child was not wanted or when a boy 
was preferred instead of the daughter born. Severe guilt 
feelings are not infrequent in mothers and to a lesser 
extent in fathers. Severe depressive reactions may develop. 


Anxiety about a child’s illness becomes abnormal when 
it assumes pathological proportions. Often it represents 
not guilt feelings but accentuated anxiety patterns pre- 
viously established. The interrelationship between the 
present anxiety and the psychodynamics of previous 
patterns will be important. The problem of the disabled 
child in these parents becomes all absorbing and influences 
every activity, precluding a normal way of life. The fear 
of impending disaster is ever with them. 


Parental attitudes of rejection and overprotection are 
prominent in the influence guilt feelings and pathological 
anxiety have on parents’ behaviour toward the child. 
These attitudes are likely to create profound emotional 
disturbances and markedly abnormal personality integra- 
tion. Rejection may be open, with lack of affection, un- 
reasonable demands for perfection in behaviour, and an 
overcritical attitude. Gross overprotection is common. 
Children are protected from every possible stress, strain, 
and frustration and deprived of a chance to develop 
emotional independence. Only the parent who has made a 
completely adequate adjustment to the situation will avoid 
this. 


Psychological Handling of the Child Cardiac 


In a child who has an already seriously damaged per- 
sonality, surgery may be completely successful but the 
patient remain psychologically crippled. The success of 
cardiac surgery is intimately related to the patient's sat- 
isfactory preoperative psychological development. The 
question of whether the child will make a satisfactory 
emotional adjustment rests essentially in the hands of the 
parents. Psychological assistance should be primarily 
directed to them. If time and attention are not given them, 
it is quite impossible to treat the total problem entailed 
in any case of congenital heart disease. 


With the diagnosis established, a simple assessment of 
the family unit should be done. Each sibling should be 
interviewed briefly and the father at least once. The mother 
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will require the most time and attention, depending on 
her specific needs for psychological assistance. A few 
remarks to the mother on the aetiology of the child’s 
condition and answering her questions should do a 
tremendous amount in dispelling unnecessary anxiety, 
rejection, and guilt. She should know congenital heart 
disease is not uncommon, that medicine has made 
tremendous advances, and that treatment often is entirely 
successful. She should be told of reactions and behaviour 
patterns that might arise in her child and the reasons. She 
should be encouraged to have periodic discussions of 
problems. If evidence of marked emotional disturbance 
is noted in the parents, regular psychotherapeutic sessions 
will be necessary. Grossly neurotic reactions would call 
for psychiatric aid. 

The South African Medical Journal is published weekly 
by the Medical Association of South Africa, Medical 
House, 35 Wale St., Cape Town (P.O. Box 643), Union 
of South Africa; subscription rate 4 s. weekly. 
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Suggested Criteria of Design Standards for State-Aided 
Housing Projects for Elderly Persons 


By: Connecticut Commission on Services for Elderly 
Persons, Hartford (Joseph C. Buckley, Chairman, 721 
Stratfield Road, Bridgeport 4, Conn.) 


Bul. no. 1, Aug. 21, 1958. 8 p. Mimeo. 


——_ Public Act No. 26 requires that housing 
projects for elderly persons of low income “‘shall 
be designed in accordance with standards set by the 
Commission on Services for Elderly Persons.” The 
Commission may recommend standards of design, modern 
materials, and methods of construction “so as to alleviate 
the infirmities characteristic of the elderly.” These stand- 
ards cover functional requirements and suggest solu- 
tions of some of the elderly’s housing needs. In practice 
standards can be adapted to the financial and physical 
requirements of a project. It is intended to leave to 
architects, engineers, and others freedom of expression 
in using professional skills in the design and construction 
of individual projects. The Commission shall approve 
the sites, plans and layouts, and the estimated costs. 


In appearance and construction, public homes do not 
have to differ too much from the private. The project’s 
main function is to provide at rents that can be afforded 
safe, sanitary dwelling accommodations that will en- 
courage and rehabilitate elderly persons. It should pro- 
vide an environment for maximum livability for the 
later years. Housing must accommodate the healthy 
and the infirm, disabled, or chronically ill. 


Location. A housing project should be located in an 
area where most of those who will use it live. To 
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achieve this, several small projects are preferable to 
one large one. Stores should be within walking distance 
and churches, libraries, movies, parks, medical clinics, 
and services close at hand. Transportation facilities 
should be convenient. The project should be away from 
busy traffic and dangerous crossings in a residential 
neighborhood free from blight and decay and smoke, 
fumes, and smells. Steep walks, steps, and high ground 
floors should be avoided. The view should be good. The 
project should be near but disconnected from areas where 
children play, since the elderly dislike noise and con- 
fusion and sometimes fear for their safety amid play 
activities. Street lighting, police and fire protection, street 
cleaning, and snow plowing must be adequate. 


Units. From 25 to 60 dwelling units are best received 
by the elderly, with 75 units a maximum. In smaller 
projects a multipurpose recreation and meeting room 
should be provided, with a snack kitchen and toilet 
facilities. In a larger elevator-type project, there should 
be community rooms for recreation, craft activities, 
counseling offices, and a clinic. With older people, 
there is a great need for privacy. A proportion of three 
units for single persons to one for a couple is a desirable 
average but will vary with local need. Basic functions 
to provide for are entering, living, sleeping, cooking, 
dining, bathing, dressing, storing, and circulating. Living 
rooms should face south-south-west, for sunshine in 
winter. Bedrooms oriented east or south-east take ad- 
vantage of the sunlight on winter mornings and avoid 
a strong afternoon summer sun. Projects of three or 
more stories should have elevators. Fire-resistant con- 
struction should be provided and material with good 
acoustic characteristics considered. 

Areas. While total cost is a major factor and units 
should be designed for efficient use of areas, units should 
not be too small for comfortable living. The table below 
gives space requirements. 


Minimum Square Foot Room Sizes 
for Selected Dwelling Unit Designs 





























Bedroom Living | Dining Kitchen | Bathroom | Total 
Room | Area 
~~ aa ~~ 
Single-Person 180 90 50 320 
Occupancy 100 | 80-90] 40 50 50 320-330 
~~ 
100 120 50 50 320 
Two-Person — 
Gummy | 30 | om 90 50 420 
~——_ 
130 190 | 50 50 420 

















Bedrooms for single persons. Sleeping areas should pro- 
vide for a single bed with at least 18 inches of circulating 
area at each side and the foot. There should be room for 
a dresser and chair. In some arrangements the bed and its 
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table can be in an alcove off the living area, which should 
be large enough to allow for bedmaking, cleaning, venti- 
lation, and light. During illness, sleeping quarters for 
another person may be needed. 

Bedrooms for two persons. Bedrooms for couples (a 
married couple, two men or women, or brother and sister) 
should accommodate twin beds. Privacy within the room 
should be planned for, because of composition of the 
occupants or illness. An 18-inch circulation area at each 
side and the foot of a bed will permit minor nursing pro- 
cedures and allow wheeled tables to straddle the bed. It 
allows room for a table and ease in bedmaking. No couple 
should use a combined living-sleeping area. 

Bathroom. The bathroom should allow room for use of 
wheelchair or crutches. Occupants should be able to go 
straight from bed to bathroom, to minimize hazards and 
to conserve energy. Both tub and shower or a shower stall 
should be provided, with a 9-inch grab bar convenient for 
getting in or out. Another 9-inch grab bar should be in- 
stalled for pulling oneself up from sitting in the tub. The 
shower should have a door. The toilet should be next to 
the tub to serve as a seat in filling the tub and testing the 
water. A grab bar should be next to the toilet. The wash 
basin should be 31 inches high or less. Sturdily constructed 
24-inch wall towel bars should be firmly mounted, The 
bottom of the generously sized mirrored medicine cabinet 
should be about 4 feet 2 inches from the floor. The light 
switch should be outside the door of the bathroom. Door 
latches should be used that common household tools can 
open from the outside. 

Kitchen or cooking area. The kitchen area should be 
about 5’ x 10’ or 7’ x 7’, with electric equipment. The 
range should have front control switches and a three- 
burner cooking top with an attached or separate oven at 
counter height. Refrigerators should have at least 6 cubic 
feet capacity. A large frozen food compartment is de- 
sirable. Counters, sinks, and work spaces should have a 
height of 2 feet 10 inches. Cabinet storage space should 
be about 30 square feet in area. No cabinet or shelf should 
be higher than 6 feet and none should be located over the 
stove. ; 

Dining area. Dining space if possible should be by a 
window. Probably one to four people will be using the 
table. 

Other considerations. Readily accessible, centralized 
laundry facilities, which could be coin-operated, should be 
provided. About 80 cubic feet is needed to store clothing, 
linens, and household items in addition to that for cooking 
utensils, food, china, and medicine. About 160 cubic feet 
located conveniently in the project is needed for each 
tenant for the storage of trunks and the like. Nonskid 
floors are essential in bathrooms, shower stalls, and 
kitchens. Door saddles should not be used except at ex- 
terior doors and where used should be beveled. Doors 
should be at least 3 feet wide to accommodate wheel 
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chairs. Sliding doors on closets conserve space and prevent 
bumps for those with failing eyesight. Stair risers should 
be less than 7 inches high. Continuous handrails should 
be provided on both sides of stairs. All windows should be 
properly screened and located to minimize glare. Cross or 
through ventilation is desirable. Casement windows should 
be mechanically operated. Heating equipment should pro- 
vide for a standard temperature of 75 degrees without 
drafts, with a thermostat in each unit. 

In row-type projects walls, ceilings, and floors should 
have 4 inches of “loose-fill” or 3 inches of blanket or batt- 
type insulation. Electric outlets should be a minimum of 
2 feet above the floor. Switches should be luminous. A 


night light between the bed and bath is necessary. Wall 
lights are preferable to ceiling iights so bulbs may be 
easily and safely replaced. The kitchen range and all 
exterior steps and walks should be well lighted. Telephone 
conduits should be in all dwelling units; a public tele- 
phone should be installed. An emergency call bell or 
buzzer with a nonmetallic pull cord should be placed so 
as to be operated from the bed and the bathtub; it should 
ring in the next or the caretaker’s unit. Octagonal or square 
door knobs are easier to grasp and should be used. No 
door should have latches, chains, or bolts that cannot be 
operated in emergencies from both sides. Each unit should 
have two easily used exits. 





A Comment on 


Housing the Elderly 


"... THERE ARE FOUR PHASES of aging as they relate 

to housing requirements: 
Phase 1—Starts in Middle Age. The children begin to 
leave home. The house starts to be big for the remaining 
family members. Housing requirements at this point 
can best be met by readjustments within the same house, 
or in other dwellings within the existing housing supply. 
Phase I11—-Comes at Later Maturity. All the children 
have left home. Many husbands have retired. There are 
definite signs of slowing down. At this stage some move, 
but many only talk about it. 
Phase I11—Early Old Age. The housing problem begins 
to become serious. This age area is the focal point for 
much of the present housing efforts for the elderly. 
Phase IV-—Late Old Age. Many of this group need 
institutional care. ... 


“RECOMMENDATIONS— 

“1. Live-at-home aid. Every effort must be made to en- 
able people to live independently for as long as possible. 
Toward this end, community services—homemakers, meals- 
on-wheels, visiting nurses, physiotherapy—are vital and 
must be made readily available. 

"2. Variety of housing. More housing in a variety of 
structural types must be made available to elderly persons 


of all income levels. In this connection, steps must be 
taken to make more effective utilization of existing hous- 
ing. 

3. Sales and rental living units. More sales housing 
for the aging must be provided. More support must be 
generated in the grass roots for nonprofit rental projects. 


“4. Nursing home care. More nursing homes, both 
proprietory and nonprofit, must be provided for the elderly. 


"5. Increased financing. Lenders must reappraise their 
reluctance to finance elderly housing without assistance 
from the Federal National Mortgage Association. 


"6. State housing programs. The states need to move 
more rapidly into development of state housing programs 
for the elderly. Government’s responsibility is not exclu- 
sively Federal. 


“7. Sense of belonging. Greater emphasis should be 
placed on individual and group activities for the elderly 
and on opportunities to participate in significant com- 
munity affairs to bolster their sense of belonging. 


"8. Stepped-up research. More research is sorely 
needed.” —From Housing the Elderly: A Review of Sig- 
nificant Developments. April, 1959. U. S$. Housing and 
Home Finance Agency, Washington 25, D.C. 38 p. 
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Abstracts of Current Literature 


This abstracting section, together with other numbered references indexed in this issue, 
serves as a supplement to the reference book Rehabilitation Literature 1950-1955, com- 
piled by Graham and Mullen and published in 1956 by the Blakiston Division of 
McGraw-Hill Book Company, New York. An author index will be found on the last 


pages of the issue. 


AMPUTATION—EQUIPMENT 


617. Bender, Leonard F. (1313 E. Ann St., Ann Arbor, 

A new prosthetic multiple action shoulder unit, by 
Leonard F. Bender, Lyla M. Spelbring, and Helen Barrows. 
Am. ]. Occupational Ther. May-June, 1959. 13:3:130- 
133. 

Describes the construction of a new prosthesis for per- 
sons who have had the forequarter type of shoulder am- 
putation; it has distinct advantages over the conventional 
rigid shoulder unit previously prescribed for such ampu- 
tees. A comparison of the functional capacities of patients 
using the rigid shoulder unit with those fitted with the 
multiple action shoulder unit proves the superiority of the 
latter prosthesis: it permits improved function in dressing, 
eating, hygiene, homemaking, and recreational and voca- 
tional activities. The patient requires less assistance from 
family members and has increased employment potential. 
Article is illustrated. 


AMPUTATION—MENTAL HYGIENE 


618. Steensma, John 


Problems of the adolescent amputee. ]. Rehab. Matr.- 
Apr., 1959. 25:2:19-20, 27. 

The author, prosthetics instructor for the Area Amputee 
Program conducted by the Michigan Crippled Children 
Commission during the past 12 years, has found that 
adolescents suffering amputation find physical and emo- 
tional adjustment to the loss more difficult than the child 
with a congenital amputation or deformity requiring am- 
putation. The adolescent amputee striving for social 
acceptance by the group views the prosthesis as a hindrance 
that is cosmetically unsightly and of limited use function- 
ally. Reactions to upper extremity amputation are more 
pronounced than in loss of the lower extremity. Psycho- 
logical and vocational counseling may need to be reevalu- 
ated if the special problems of this group of the handi- 
capped are to be met. The writer believes the amputee has 
the least functional loss of all severely disabled persons 
and, if properly trained, can perform efficiently in almost 
any field of employment. 


AMPUTATION—PHYSICAL THERAPY 


619. Childs, Theodore F. (Phys. Med. and Rehab. 
Service, Brooklyn V.A. Hosp., Brooklyn, N.Y.) 

Postoperative management and rehabilitation of the 
hemipelvectomized patient, by Theodore F. Childs and 
Milton Holtzman. Arch. Phys. Med. and Rehab. June, 
1959. 40:6:227-230. 


Prosthetic problems in hemipelvectomy are due to in- 
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adequacy of the weight-bearing area, to the absence of 
stump leverage, to subsequent shrinkage of soft tissue after 
the prosthesis has been fitted, and to the difficulty of learn- 
ing bipedal gait once the patient has been trained in the 
use of crutches. Procedures used in the = man- 
agement and prosthetic rehabilitation of these patients are 
described and illustrated. Patients receiving the program 
of management and training can be fitted successfully with 
a prosthesis and can learn to develop good gait patterns. 
The procedures can also be used for — with hip 
disarticulations and with very short above-knee stumps 
where a tilt-table prosthesis is required. 


APHASIA 


620. Monsees, Edna K. (6212 Crathie Lane, W ashing- 
ton 16, D.C.) 

Aphasia and deafness in children. Exceptional Children. 
May, 1959. 25:9:395-399, 409-410. 

Accurate differential diagnosis between children who 
are handicapped primarily by loss of auditory acuity and 
those who are both deaf and aphasic is necessary if edu- 
cational planning is to be successful. The final deterrnina- 
tion of which deaf children are also aphasic lies in the 
child’s response to teaching. Deaf children can be taught 
by methods currently used in teaching oral communication 
to the deaf; the aphasic child will fail to learn by these 
methods. The author, Director of the Hearing and Speech 
Department, Children’s Hospital of the District of Colum- 
bia, describes a method for teaching aphasic children that 
was developed some years ago at the Central Institute for 
the Deaf, St. Louis. The method has been adopted with 
modifications at the Children’s Hospital School, Washing- 
ton, D. C., and has produced excellent results in children 
who failed to learn when taught as deaf children. 


621. Siegel, Gerald M. (N. Dakota Agricultural Coll., 
Fargo, N. D.) 

Dysphasic speech responses to visual word stimuli. /. 
Speech and Hear. Research. June, 1959. 2:2:152-160. 


A brief review of the literature showed that various 
authors have attempted to present a logical explanation for 
the patterning of speech errors in dysphasic speech. Dys- 
phasic speech behavior has been related to such factors as 
recency of learning, relative difficulty of the task, part of 
speech, phonetic composition, level of abstraction, and 
word length. The present study was an investigation of 
the relationship between dysphasic speech and three of the 
factors—part of speech, word length, and level of word 
abstraction. Results obtained in testing 31 dysphasic 
persons indicated that dysphasics make more errors on 
adjectives than on either nouns or verbs, more errors on 
long words than on short, more on words of both high 
and low abstraction level than on words of medium level, 
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and more on words occurring infrequently in the language. 
No evidence of anomia was found. Methods of the study 
are described and the limitations of the approach discussed 
in regard to the findings. The paper is based on a doctoral 
dissertation, University of Iowa, 1957. 


See also 605. 


APHASIA—SPECIAL EDUCATION 


622. Pollock, Miriam S. (Pollock School, 28 Alton Pl., 
Brookline, Mass.) 

Releasing the true intellectual capacities of a young 
aphasic child through the unfettering of emotional bonds. 
Am. ]. Mental Deficiency. May, 1959. 63:6:954-966. 

A case history recounting the educational progress of 
an aphasic boy. The author believes it proves that, when 
the child has instruction before the age of six (preferably 
from age 3 on), his intelligence can eventually be deter- 
mined. Educators must supplement the efforts of the 
parents and pediatrician; when the child learns to com- 
municate, the assessment of intelligence is more easily 
accomplished. The detailed history offers many suggestions 
on methods for training the aphasic child. 


ARCHITECTURE (DOMESTIC) 


623. Illinois. University. Small Homes Council 


A check-list for retirement homes, by H. A. Steinberg. 
Urbana, Ill., Univ. of Illinois, 1958. 12 p. illus. 

A guide to the planning, design, and furnishing of 
houses relatively free of hazards that commonly cause. 
accidents. While written primarily with the person past 
middle age in mind, the booklet offers suggestions ap- 
plicable to all housing in regard to safety and convenience. 
Discussed in addition to architectural details are the choice 
of neighborhood, landscaping and planning of outside 
walks, and safety — to be observed in the home. 
Contains a short bibliography and list of supplementary 
reading. 

Available from Small Homes Council, University of 
Illinois, Urbana, Ill., at $1.00 a copy. 


See also 616. 


ARTHRITIS—-MEDICAL TREATMENT 


624. Crain, Darrell C. (7150 Connecticut Ave., N.W., 
Washington 6, D.C.) 

The hands in arthritis. ]. Am. Med. Assn. June 13, 
1959. 170:7:795-798. 

Characteristic changes in the hands in various forms of 
rheumatic diseases are described. Because of the economic 
implications of deformity of the hands, it is important that 
active and vigorous therapy be instituted to prevent dis- 
ability. Particularly <del in treatment are salicylates, 
phenylbutazone, and the steroids. Physical therapeutic 
measures such as infra-red, diathermy, paraffin, whirlpool, 
and ultrasonic treatments, massage, and exercise can delay 
deformities. Simple home therapy can be self-administered 
if the patient is cooperative. 


625. Rogers, Daniel M. (Wenham, Mass.) 


Medical interview: Rheumatoid arthritis, by Daniel M. 
Rogers and Roger L. Black. G.P. June, 1959. 19:6:102- 
108. 
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The third in a series of interviews between a member 
of the Academy of General Practice and another doctor on 
aspects of “problem cases.” Dr. Rogers presented the facts 
from the case history of an 84-year-old patient with rheu- 
matoid arthritis, described in detail the form of treatment 
used, and questioned Dr. Black on the advisability of con- 
tinuing therapy along the same line of treatment. By 
means of the interview technic, a review of the problems 
of rheumatoid arthritis, drugs used, and alternatives in 
treatment was presented. Dr. Black, of the National In- 
stitute of Arthritis and Metabolic Diseases, is an authority 
on the subject. 


See also 652; 653. 


ARTHRITIS--PHYSICAL THERAPY 


626. Steinberg, V. L. (Dept. of Phys. Med., London 
Hosp., London, Eng.) 

Cervical spondylosis; pilot therapeutic trial, by V. L. 
Steinberg and R. M. Mason. Avnals Phys. Med. May, 
1959. 5:2:37-47. 

A report of a pilot study of three commonly used forms 
of physical treatment for cervical spondylosis. Patients 
were randomly allocated to three groups. Group I received 
heat, massage, and longitudinal neck traction. Group II 
patients were fitted with a felt collar reinforced with strips 
of plastic and instructed to wear the collar for as much of 
the 24 hours as tolerable; wearing the collar during sleep 
was stressed. Routine neck and shoulder girdle exercises 
were prescribed for Group III. A further group received 
treatment chosen by the physician, to test the value of 
random allocation of therapy. Results of this study showed 
that probably the application of a supporting collar pro- 
duces the highest rate of improvement in patients with 
this condition. The method is also the most economical in 
time spent by the patient and physical therapist. Experi- 
ence with the pilot study was used as the basis for recom- 
mendations on the design of a centrally controlled multi- 
center therapeutic trial. 


627. Watkins, Arthur L. (Massachusetts Gen. Hosp., 
Boston 14, Mass.) 


Therapeutic exercise in rheumatoid arthritis. Arthritis 
and Rheumatism. Feb., 1959. 2:1:21-26. 


Describes the exercise program prescribed for patients 
with rheumatoid arthritis at Massachusetts General Hos- 
pital, Boston. The physiologic principles upon which ther- 
apy is based are summarized. The exercise program is gen- 
eralized to maintain function of all important articulations, 
particularly if general activity is restricted or rest pre- 
scribed. The written instructions given to patients are in- 
cluded; these are not adequate alone, however. Several 
teaching sessions are necessary before patients learn, by 
verbal explanation and demonstration, how to perform the 
exercises properly. Newer developments in exercise tech- 
nics are also discussed, as well as the value of physical 
medicine technics used as adjuncts to exercise. 


ARTHRITIS—SOCIAL SERVICE 


628. Arthritis and Rheumatism Foundation. New 
York State Chapter 


Out-patient social service; a demonstration and study of 
full-time social work in arthritis clinics, by Jeanette A. 
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Margolies. New York, The Chapter, 1958. 44 p. tabs. 


The New York State Chapter of the Arthritis and 
Rheumatism Foundation, in an effort to improve existing 
community services for patients with arthritis, initiated an 
experimental project to evaluate the role of social work in 
total care of such patients. Full-time social workers were 
assigned to two outs arthritis clinics for 18 months. 
Problems of over 200 patients, the social services provided 
for them, and the results are analyzed. A brief summary 
titled ‘The Effect of Arthritis on the Life Adjustment of 
a Group of Arthritis Clinic Patients,” by Ellen K. Ostrow, 
is included. 

Available from New York State Chapter, Arthritis and 
Rheumatism Foundation, 432 Fourth Ave., New York 16, 
N.Y., at $1.00 a copy. 


AUDIOMETRIC TESTS 


629. American Public Health Association 

Report of the Committee for Hearing Conservation of 
the School Health Section of the...and the American 
School Health Association. J. School Health. May, 1959. 
24:5:171-186. 

A report of findings of a questionnaire survey of testing 

rograms used to detect hearing losses in school children 
and of the special education provisions made for children 
with hearing loss. This was the first such survey made in 
this area since 1947-48. Replies were received from all 48 
states in regard to programs on the state level; programs 
on the local level were reported as well. Examination of 
state laws on conservation of hearing revealed a wide range 
in scope and intent; analysis of data from the question- 
naire returns indicated that no uniform program for the 
detection of hearing losses exists for the entire country. 
Recommendations for establishing procedures and agencies 
for administration and coordination of policies are in- 
cluded that would facilitate early detection, medical refer- 
rals, and the provision of special education to meet indi- 
vidual needs. The appendixes contain additional data and 
the questionnaire form used in the survey. 

Dr. C. Adele Brown, 105 E. 6th St., Oswego, N.Y., is 
Chairman of the Committee for Hearing Conservation. 


BLIND—PERSONNEL 


630. Wilcox, Everett (Oregon State School for the 
Blind, Church and Mission Sts., Salem, Ore.) 

Characteristics, training, and performance of house- 
parents. Internatl. ]. Educ. of the Blind. May, 1959. 
8:4:117-125. 

Because the attitude and competency of houseparents in 
residential schools for the blind may, to a great degree, 
determine the child’s acceptance of institutionalization and 
his later adjustment to school and society, it is important 
to identify the particular skills required of the houseparent. 
An analysis of data gathered in a survey to identify house- 
parent characteristics, types of training available, and 
factors contributing to houseparent competency is pre- 
sented. Information on age of houseparents, wages and 
hours, their role and status, supervision and training, and 
qualifications contributing to competency in work with 
institutionalized blind children is discussed. Recommenda- 
tions for improving the over-all competency of house- 
parents are included. 
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BLIND—SOCIAL SERVICE 


631. Dover, Frances T. (N.Y. School of Social Work, 
Columbia Univ., New York, N.Y.) 

Readjusting to the onset of blindness. Soc. Casework. 
June, 1959. 40:6:334-338. 

Characteristic reactions of the newly blinded adult and 
the dynamics of readjustment to the life situation are 
examined, especially in relation to the help that the social 
worker can offer during the initial period of disability. 
Only by recognizing the total needs of the blind person 
can the social worker aid in planning a rehabilitation 
program. 


BLIND—SURVEYS—CALIFORNIA 


632. Belloc, Nedra B. (Calif. State Dept. of Public 
Health, 2151 Berkeley Way, Berkeley 4, Calif. ) 

Blindness in California children, by Nedra B. Belloc, 
Phyllis H. Mattson, and William D. Simmons. Public 
Health Rep. May, 1959. 74:5:444-448. 

A report of findings of a survey of 1,338 blind children 
between the ages of infancy and 17 years, made to deter- 
mine causes of blindness, incidence, and age distribution. 
The basic information received from analysis of the data 
can be used in the planning of preventive programs. In- 
cidence among children under 18 years was found to be 
33 per 100,000, with the rate among preschool children as 
high as 46 in children 4 years of age, a fact accounted for 
by their birth during the peak years for retrolental fibro- 
plasia. Of all the children surveyed, 17 percent were 
known to have one or more associated es con- 
ditions other than blindness. Implications of the report 
for educational planning and for preventive medical pro- 
grams are noted. 


BRAIN INJURIES 


633. Baumann, Milton C. (725 S. 2nd St., Springfield, 
Ill.) 


A report on brain-damaged children. I/l. Med. ]. Feb., 
1959. 115:2:65-67. 

Findings and conclusions drawn from a study of 40 
brain-damaged children ranging in age from 5 through 
12 years are presented in regard to behavioral symptoms, 
the importance of endogenous and exogenous factors in 
the development of the brain-damaged child, and social 
maladjustment. Brain damage was shown to be an aggra- 
vating factor in all environmental and social aspects of 
the child’s life pattern. Methods of management of these 
children who are socially unacceptable because of general 
hyperactivity, impulsive behavior, restlessness, emotional 
instability, and lack of inhibitions are discussed. A con- 
trolled environment, a habit training program, and an 
educational plan adapted to the child’s individual needs 
and limitations can help the child to achieve better social 
adjustment. 


BRAIN INJURIES—ETIOLOGY 
634. Malamud, N. (Langley Porter Clinic, Parnassus 
and First Ave., San Francisco, Calif.) 


Sequelae of perinatal trauma. J. Neuropathol. and 
Experimental Neurol. Jan., 1959. 18:1:141-155. 


Findings from a study of 162 brains of children with 
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cerebral palsy, mental retardation, and epilepsy are pre- 
sented; anatomic findings were correlated with the his- 
tories and events occurring during the period of preg- 
nancy and delivery. Dr. Malamud concludes, in the light 
of the findings, that difficult labor, placental conditions 
such as abruptio and placenta previa, asphyxia neonatorum, 
and prematurity were responsible for approximately 90 
percent of the cases in this series. The author hoped to 
gain sufficient information from the survey to aid in estab- 
lishing a specific pattern and pathogenesis for lesions 
caused by birth trauma as compared to lesions caused by 
other factors. The study reaffirms Dr. Little’s ideas on the 
cffect of environmental factors in the etiology of chronic 
handicapping conditions of children. 


CEREBRAL PALSY 


635. N. Zealand Speech Therapists’ J. May, 1959. 
14:1. 

Partial contents: Editorial; A discussion of educational 
implications of cerebral palsy, Joyanna Cleary, p. 1-4, 
27.—Testing the intelligence of cerebral palsied children, 
A. B. Allen, p. 7-11.—The problem of the adolescent 
cerebral palsied, J. W. Blackwood, p. 11-16. 

Three papers presented at the New Zealand Speech 
Therapists’ Conference in 1958. Mrs. Cleary discussed 
personality deviations in cerebral palsied children arising 
from lesions of the central nervous system, from the re- 
actions of the handicapped child to his environment, and 
from differences in intellectual capacity. As a result of 
the brain damage, cerebral palsied children think differ- 
ently, reacting to their environment in a different manner 
than the nonhandicapped, and, because of perceptual 
difficulties, find learning more difficult. Mr. Allen spoke 
of the needs of all children in areas providing experiences 
for growth and showed how the cerebral palsied child has 
the same needs, which can be met through thoughtful 
planning. Intelligence testing of these children must be 
cumulative and flexible and should include study of the 
main areas of the child’s life as a whole. Mr. Blackwood 
pointed out the growing awareness of self in the adoles- 
cent, the effect of handicaps, and the problems arising in 
regard to vocational training for the cerebral palsied. The 
problems of the severely involved cerebral palsied who 
need institutional care were considered. 

The New Zealand Speech Therapists’ Journal, pub- 
lished twice yearly, is available from The Publisher, Speech 
Clinic, Cranmer Square, Christchurch, New Zealand, at 
an annual subscription rate of 5 shillings. 


CEREBRAL PALSY—MEDICAL TREATMENT 


636. Gelperin, Abraham (Director of Health and Hos- 
pitals, Kansas City, Mo.) 


Evaluation of Equanil as adjunct to physical therapy for 
children with severe cerebral palsy, by Abraham Gelperin 
and Otto Payton. Phys. Therapy Rer. June, 1959. 39:6: 
383-388. 

A report of a study made while Dr. Gelperin was 
Assistant Superintendent of Dixon State School, Dixon, 
Ill. Institutionalized children with severe forms of cere- 
bral palsy and measured intelligence levels below 45 pose 
the most difficult problem for the institution. Findings 
of a two-year program at a state school for the mentally 
retarded are presented. Equanil was administered to 14 
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patients ranging in age from 3 to 18; a control group was 
given a placebo. An active physical therapy program was 
carried on during the test period for the drug. Comparison 
of results obtained during the nine months the children 
received Equanil or the placebo revealed no significant 
differences between the experimental group and the control 
group, considered as a whole. Six case histories, represent- 
ative of results on the individual level, are included. It 
is believed that Equanil, though far from being a panacea 
to the multiple problems of cerebral palsy, may be of aid 
in the management of selected cases. 


CHILDREN—GROWTH AND DEVELOPMENT 


637. Ruess, A. L. (Center for Handicapped Children, 
Univ, of Illinois Research and Educational Hosps., 1853 
W. Polk St., Chicago 12, Ill.) 

The Gesell Developmental Schedules and the physically 
handicapped child, by A. L. Ruess, Anne Dally, and 
Edward F. Lis. Am. ]. Occupational Ther. May-June, 
1959. 13:3:117-124, 135. 

A brief review of the basic theory and principles of 
Gesell’s Developmental Schedules and their use in the 
habilitation of the physically handicapped child. Three 
indices are available Foe assessing the developmental status 
of the child—anatomical, physiological, and behavioral. 
In spite of the limitations of the Schedules, they can be 
useful in establishing the approximate level of functioning 
in each area and in providing guides to the most appropri- 
ate treatment. Several case reports are used as illustrations 
of the value of the Schedules in initiating therapy and in 
the later evaluation of effectiveness of treatment. The pre- 
requisites essential for personnel who are to administer and 
interpret findings of the Schedules are discussed. 


CHRONIC DISEASE 


638. Carroll, Douglas (601 N. Broadway, Baltimore 5, 
Md.) 

Survey of 230 medical patients in the Baltimore City 
Chronic Disease Hospital, by Douglas Carroll and Elmer 
McKay. J. Chronic Diseases. June, 1959. 9:6:671-687. 

Describes some simple methods used to determine the 
medical, nursing, and rehabilitation needs of patients in 
a chronic disease hospital; a survey of this type is helpful 
in identifying needs of different types of patients. It was 
felt that all patients could be fitted into three categories— 
those requiring only nursing care, those needing prolonged 
medical care, and those having some expectation of dis- 
charge following rehabilitation. In studying the 230 
patients, particular attention was directed to functional 
status of the heart, extremities, mentation, the senses 
(hearing, speech, and sight), and bowels and bladder. 
Primary diagnosis and rehabilitation potential were re- 
corded for each patient. Slightly over 60 percent of the 
group were nursing care patients; 18.3 percent needed 
constant medical and nursing care; and 21.3 percent 
showed possibilities of discharge with rehabilitation or 
intensive medical care. Functional capacity was the most 
important factor in predicting the patient’s potential return 
of function. 


CHRONIC DISEASE—PROGRAMS 


639. Wallace, Helen M. (School of Public Health, 
Univ. of Minnesota, Minneapolis 14, Minn.) 
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Meeting the needs of the chronically ill. Soc. Casework. 
June, 1959. 40:6:314-321. 

In this address presented at the annual meeting of the 
Tuberculosis and Health Association of Los Angeles 
County in 1959, Dr. Wallace discusses the extent of the 
chronic illness problem, the nature of comprehensive com- 
munity services, and the specific services needed for those 
with varying types of chronic illness and of different age 
groups. Coordinated planning and evaluation of present 
programs are necessary in order to meet the major medical, 
health, social, vocational, educational, and recreational 
needs of patients with chronic illness. 


CLEFT PALATE—SPEECH CORRECTION 


640. Hess, Donald A. (432 Locust Si., Indiana, Pa.) 


Pitch, intensity, and cleft palate voice quality. ]. Speech 
and Hear. Research, June, 1959. 2:2:113-125. 

A brief review of the literature, followed by a report 
of an objective investigation of the effects of pitch and 
intensity on perceptible cleft ‘eee voice quality, particu- 
larly in regard to nasality, breathiness, harshness, and 
hoarseness. Fifteen male adults with cleft palate were 
instructed to phonate six test vowels at two pitch levels 
(habitual pitch and a higher pitch) and two intensity 
levels. From auditor judgments, it appeared that nasality, 
harshness, and hoarseness were less severe at the higher 
pitch level than at habitual pitch level. Breathiness ap- 
peared to be unaffected by pitch level. At the more intense 
level of phonation, less nasality, breathiness, and hoarse- 
ness were evident but harshness was greater than at the 
less intense level. The article is based on a doctoral dis- 
sertation; a portion of it is adapted from a paper pre- 
sented at the 1957 annual convention of the American 
Speech and Hearing Association. 


CONGENITAL DEFECT—MEDICAL TREATMENT 


641. Entin, Martin A. (Royal Victoria Hosp., Montreal 
2. Que., Canada) 

Reconstruction of congenital abnormalities of the upper 
extremities. J]. Bone and Joint Surg. June, 1959. 41-A:4: 
681-701, 

The author offers a modified classification of congenital 
abnormalities, with a review and classification of ab- 
normalities seen in a series of 120 patients. Anomalies of 
the upper extremity only were classified in one group; 
those associated with some general systemic disturbance, 
in another. General approach to, and primary aim of, 
reconstruction are discussed; it is emphasized that func- 
tional needs of the patient should be met by the least 
number of surgical procedures possible. The article pre- 
sents a few cases selected from the series to illustrate the 
complexities of reconstructive procedures and the particular 
methods chosen to meet the functional needs of the indi- 
vidual patient. When successful reconstruction is achieved 
in the patient’s early years, constant follow-up is necessary 
during the growth period for detection of recurrence of 
deformity. The article is illustrated. 


CONGENITAL DEFECT—STATISTICS 


642. Wallace, Helen M. (School of Public Health, 
Univ. of Minnesota, Minneapolis 14, Minn.) 


Mortality experience among children with congenital 
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malformations, by Helen M. Wallace and David Sanders. 
]. Pediatrics. June, 1959. 54:6:801-808. 

Analysis of data from a study of deaths of persons 
under 20 years of age attributed to congenital malforma- 
tions on death certificates in New York City in 1954 dis- 
closed that five percent of deaths could be considered 
preventable and an additional eight percent probably pre- 
ventable. Over 50 percent of the deaths occurred in the 
neonatal period. There was some evidence to indicate 
delay in diagnosis. Only six percent of the children who 
died were known to the handicapped children’s program 
of the New York City Department of Health. From a 
review of the diagnoses of death it a that diagnoses 
offering the best chance of preventability are malforma- 
tions of the gastrointestinal tract, obstruction of the genito- 
urinary tract, and cleft palate. Time of diagnosis and the 
place of care at birth and death are factors playing a part 
in preventability. Suggestions for steps to be taken in the 
reduction of mortality attributed to congenital malforma- 
tions are offered. 


DEAF—EMPLOYMENT 


643. Engelbrecht, G. K. (Witwatersrand Univ., Johan- 
nesburg, S. Africa) 

The totally deaf in vocational life; problems and pros- 
pects. Rehab. in S. Africa. Mar., 1959. 3:1:48-53. 

A discussion of the vocational rehabilitation of persons 
with congenital deafness or those having lost their Louden 
during the first five years of life. Although experience in 
South Africa and other countries has proved deaf em- 
ployees can be efficient workers, prejudice still exists to 
influence their employability. The difficulty of communi- 
cation often is the determining factor in refusal to employ 
the deaf applicant. Lack of vocational training in specific 
areas by schools for the deaf has narrowed the vocational 
fields open to this group of the handicapped. The author 
believes that the most serious effects of declone are not 
economic but social and psychological. Schools for the 
deaf could help them overcome this barrier by cultivating 
in their pupils greater independence, greater motivation 
and drive, and a more realistic outlook on life. 


DEAF—PSYCHOLOGICAL TESTS 


644. Gordon, Jesse E. (Dept. of Psych., Montana State 
Univ., Missoula, Mont.) 

Relationships among mothers’ » Achievement, inde- 
pendence training attitudes, and handicapped children’s 
performance. J. Consulting Psych. June, 1959. 23:3:207- 
212. 

A report of research testing three related hypotheses 
concerning variables influencing performance of hearing 
handicapped children. The discrepancy between the child’s 
intellectual ability (as measured by the Merrill-Palmer 
scale) and the extent to which he had accomplished certain 
developmental tasks contributing to his independence 
from home and parents (as measured by the Vineland 
Social Maturity Scale) was used to judge social maturity 
of the deaf children relative to intellectual ability. The 
research project was conducted at a two-week institute for 
mothers and their deaf preschool children, sponsored by 
the Pennsylvania Society for Crippled Children and 
Adults. Results of testing mothers of the children ap- 
peared to suggest that mothers with high achievement 
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needs tend to over-protect their deaf children, or to wish 
to do so although, with their normal children, they may 
go to either extreme. Mothers with low achievement needs 
appeared to be moderate in independence training attitudes 
toward normal children. Attitudes favoring early inde- 
pendence for normal children were found in mothers of 
deaf children who showed relatively large Merrill-Palmer 
discrepancies. 


DEAF—SPEECH CORRECTION 


645. Richardson, Paul C. (211 Glen Cove Dr., Darby, 
Pa.) 

Developing fundamental speech patterns. Volta Rev. 
June, 1959. 61:6:276-282. 

Teachers of the deaf should consider yon ee as 
a total process involving a physiological, psychological, 
and total organismical reaction; there is a need for visual 
as well as auditory clues. Development of speech in the 
deaf child should follow the same pattern as natural 
speech development in the normally hearing child. The 
babbling period is basic to speech development; funda- 
mental speech patterns in beginning classes for the deaf 
should include sufficient babbling of nonsense syllables 
since it also has direct application to lipreading. Mr. 
Richardson outlines methods using visual clues that are 
helpful in developing basic muscular coordinates and sense 
assimilations necessary for communicable speech. Compli- 
cated speech symbols and phonetics at this stage of speech 
development in the deaf only confuse the process. The 
teaching of isolated sounds is important but it should be 
used as a corrective measure in the first stages of speech 
development. 


EMPLOYMENT (INDUSTRIAL)—PLACEMENT 


646. Wuenschel, Raymond J. (Detroit League for the 
Handicap ped, 535 W. Jefferson St., Detroit 26, Mich.) 


Principles and techniques of placement, by Raymond J. 
Wuenschel and John E. Brady. ]. Rehab. Mar.-Apr., 1959. 
25:2:16-18. 

Describes placement technics used by the Detroit League 
for the Handicapped, a private voluntary organization spe- 
cializing in the social and vocational rehabilitation of the 
severely physically disabled. Clients are primarily those 
with eye, ear, orthopedic, cardiac, tubercular, and epileptic 
disabilities. Vocational rehabilitation services include, in 
addition to placement, testing, prevocational training, and 
vocational counseling. The responsibilities of the placement 
specialist to the disabled client, methods used in “selling” 
the employer on hiring the handicapped, and the place- 
ment specialist’s ability to make use of community re- 
sources are discussed. 


EPILEPSY—SPECIAL EDUCATION 


647. Lampe, John M. (1462 Eudora St., Denver 20, 
Colo.) 


Education and epilepsy. ]. School Health. June, 1959. 
29 :6:220-223. 

The basic concept for successful integration of the 
epileptic child into present-day public school education can 
be summed up in the word “respect.” Parents should 
respect the school’s ability to deal with problems arising 
because of epilepsy; parents and physicians are responsi- 
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ble for informing the school of the child’s condition. 
Respect for knowledge requires that an accurate explana- 
tion of the disease be given in the classroom and in the 
community. Respect for the individual child demands 

lanning to meet his needs as a person rather than on the 
a of his seizures. Wherever agen the epileptic child 
should be taught in the regular classroom. Adaptations 
and restrictions should be as unobtrusive as possible. The 
employment of adult personnel with epilepsy in the school 
system is discussed. The author’s views are based on ex- 
perience in the Denver Public Schools. 


FOOT 
See 610. 


HEART DISEASE—EMPLOYMENT 


648. Halen, Robert J. (3540 Second Ave., Pittsburgh 
19, Pa.) 

Cardiac problems in industry. Pa. Med. J. June, 1959. 
62:6:853-857. 

Although the general opinion today is that rigid re- 
striction of activity for the person with heart disease is 
not necessary, industry needs factual data in order to make 
sound decisions on the placement of employees who have 
heart disease. Changes in social welfare have made employ- 
ment of the individual with heart disease more difficult. 
The complex problems of heart disease in relation to work 
are discussed from the medical, social, and occupational 
points of view. 


649. Wilson, Henry M. (1101 Main St., Peoria, Ill.) 

Experience in the Peoria Work Classification Unit, by 
Henry M. Wilson and James A. Walsh. I/]. Med. J. Feb., 
1959, 115:2:77-79. 

Administrative aspects of the program are discussed, 
with some data on the 41 patients thus far studied in the 
Unit. Experience in the Unit is in accord with that in 
similar facilities throughout the United States. The multi- 
disciplinary approach is an effective method of rehabilita- 
tion for patients with cardiovascular disease. Success of 
the program depends upon acceptance of the Unit’s recom- 
mendations by the vocational rehabilitation counselor and 
the personal physician. 


HEART DISEASE (CONGENITAL)— 
MENTAL HYGIENE 


See 615. 


HEMOPHILIA 


650. Stefanini, Mario (St. Elizabeth's Hosp., 736 Cam- 
bridge St., Boston, Mass.) 


Corrective orthopaedic procedure in a severe haemo- 
philiac, by Mario Stefanini (and others). Lancet. May 16, 
1959. 7081:1016-1019. 


Because few, if any, elective orthopedic procedures have 
been attempted in patients with hemophilia, the authors 
believed this report of major surgery performed in an 
8-year-old severe hemophiliac would be of interest. Proce- 
dures involved resection of the head of the talus, anterior 
tibial tendon transplant, multiple tenotomies, and fasci- 
otomies that were ultimately successful. The many compli- 
cations encountered during the postoperative phase of 
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management illustrate the need for careful planning and 
supervision in patients with the bleeding tendency. 


HEMOPHILIA—SOCIAL SERVICE 


651. Katz, Alfred H. (School of Medicine, Univ. of 
California Med. Center, Los Angeles 24, Calif.) 


Some psychological problems in hemophilia. Soc. Case- 
work, June, 1959. 40:6:321-326. 

The author, formerly Executive Director of the New 
York Hemophilia Foundation, points out the lack of 
information on psychosocial aspects of the disease. He 
reviews briefly the medical problems arising from hemo- 
philia, noting that the psychosocial problems are similar 
to those found in association with other forms of con- 
genital chronic illness. Parents of the hemophiliac child 
must give the child thorough physical protection while 
avoiding the problem of making the child overdependent 
and eventually a psychological invalid. The school years 
are especially stressful. Economic aspects of care intensify 
conflict within the family. Social and vocational problems 
increase as the hemophiliac child approaches adolescence 
and adulthood. Female members of a hemophiliac family 
must consider the possibility of being potential carriers 
of the disease. Social casework services to such families are 
necessary to aid in some of the problems faced by parents 
and their children. 


HIP 


652. Aufranc, Otto E. (266 Beacon St., Boston, Mass.) 

Study of patients with hip arthroplasty at Massachusetts 
General Hospital, by Otto E. Aufranc and Elliott B. Sweet. 
]. Am. Med. Assn, May 30, 1959. 170:5:507-515. 


A follow-up report on the late results of Vitallium mold 
arthroplasties performed on 171 patients at Massachusetts 
General Hospital from 1946 to 1953. Patients with rheu- 
matoid arthritis were not included in the study because of 
the special problems this group presents. Of the 201 
arthroplasties reviewed, the largest group were for de- 
generative arthritis (81); 51 were performed for con- 
genital dislocation and subluxation. Functional ability and 
absence of pain were evaluated in each patient. Excellent, 
good, or satisfactory results were found in 164 hips (81.5 
percent) in the 171 patients; 37 were unsatisfactory. All 
results classified as excellent were in patients in whom the 
disease was unilateral. Bilateral hip disease presents more 
severe problems and poorer prognosis. Some conclusions 
drawn from the study are: 1) Surgical hazards of mold 
arthroplasty are not great; 2) Relief of disabling pain may 
be expected in 85 percent of patients; complete relief of 
pain in 27 percent; 3) Unlimited walking may be expected 
in 24 percent; walking without support in 30 percent; 
walking with a cane part or full time in 55 percent, and 
with crutches in 15 percent. 


653. Schwartzmann, J. R. (2415 E. Adams St., Tucson, 
Ariz.) 

Arthroplasty of the hip in rheumatoid arthritis; a 
follow-up study of sixty-eight hips. ]. Bone and Joint Surg. 
June, 1959. 41-A:4:705-721. 

An analysis of results in 48 patients who had 68 arthro- 
plasties; postoperative follow-up ranged from one to nine 
years. Discussed are selection of patients for surgery, pre- 
operative requirements, some of the technical problems 
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encountered at the time of surgery, postoperative care, end 
results, and complications from surgery. The Smith-Peter- 
sen Vitallium cup and the Naden-Reith prosthesis were 
used in 53 hips and 15 hips respectively. In the author’s 
opinion, good and fair results, representing a satisfactory 
degree of improvement, can be expected in 73 percent of 
hips operated upon in selected cases of rheumatoid 
arthritis. 


HOSPITALS 


654. Haldeman, Jack C. (Bur. of Med. Services, U. S. 
Public Health Service, Washington 25, D. C.) 


Concepts of progressive patient care, by Jack C. Halde- 
man and Faye G. Abdellah. Hospitals. May 16 & June 1, 
1959, 33:10 & 11. 2 pts. 


A new plan for the organization of facilities, services, 
and staff around the nursing needs of patients offers solu- 
tions to hospitals’ problems of shortages of trained person- 
nel and rising costs of improving services. Part I explains 
the principles basic to progressive patient care and char- 
acteristics of the five elements of such care in the general 
hospital—the intensive care, intermediate care, self care, 
and long-term care units and the home care program. 
Part II goes into more detail concerning administrative 
aspects of the plan, size of units, costs, patient and family 
acceptance of the concept, and the — problems in- 
volved in applying the plan to a teaching hospital. (For 
a further description and progress report on research in 
this area, see Rehab. Lit., July, 1959, +561.) 


655. Weil, Thomas P. (Dr. Cohen, Mt. Sinai Hosp., 
New York 29, N.Y.) 


The experience of a hospital-convalescent center rela- 
— by Thomas P. Weil and Bernard R. Cohen. Am. 
]. Public Health. June, 1959. 49:6:778-785. 


Physical separation of the general hospital and its con- 
valescent unit is not desirable. If the convalescent unit 
were located adjacent to the hospital with its medical 
resources and personnel, more patients could be moved to 
the convalescent unit at an earlier stage in recovery. Con- 
tinuity of care by the same physician could be assured and 
patients would be more apt to receive reimbursement from 
insurance carriers if the convalescent unit were considered 
an integrated part of the hospital. A retrospective study of 
the records of 209 patients at Mt. Sinai Hospital, New 
York City, who had been transferred to its affiliated unit, 
the Neustadter Convalescent Center, was made to deter- 
mine characteristics of the population of such a home 
geographically isolated from the hospital. Operation of 
convalescent units is less expensive than care in the hos- 
pital; if patients were moved more rapidly into such 
homes, beds in the hospital would be released and total 
cost of medical care could be reduced. 


MENTAL DEFECTIVES 
See 606. 


MENTAL DEFECTIVES—INDIA 


656. Marfatia, J. C. 


The problem of mental deficiency. Indian ]. Child 
Health. May, 1959. 8:5°246-252. 


The author, a psychiatrist in Bombay, discusses the 
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cxtent of the problem of mental deficiency in India, the 
lack of facilities and personnel to provide special edu- 
cation and treatment for this group of handicapped chil- 
dren, the causes of family rejection of the mentally re- 
tarded, and some suggested solutions for the problem in 
the nation as a whole. 


MENTAL DEFECTIVES—DIAGNOSIS 


657. Stull, C. Edward (Southbury Training School, 
Southbury, Conn.) 


Southbury classification plan. Am. J. Mev:tal Deficiency. 
May, 1959. 63:6:1022-1027. 

Describes a classification plan used at the Southbury 
Training School that attempts to analyze factors involved 
in the individual’s adjustment and to indicate the type of 
environment necessary: to aid the individual in making a 
positive adjustment. The plan consists of four scales cover- 
ing the physical, intellectual, emotional, and social levels. 
Each scale is discussed briefly and examples illustrating use 
of the plan at Southbury are included. Individuals are 
evaluated on the basis of the scales; the strengths and 
weaknesses revealed in the three areas are useful in deter- 
mining the need for special facilities to aid in the indi- 
vidual’s adjustment. Effective use of the plan depends 
upon the clinician’s ability to recognize deficiencies in the 
physical, intellectual, and emotional areas and their limit- 
ing ettects in terms of personal effectiveness in a social 
setting. 


MENTAL DEFECTIVES—EMPLOYMENT— 
GREAT BRITAIN 


658. Bogod, E. 


Ex pupils of an E.S.N. school. Special Education. May, 
1959, 48:3:31-33. 

A report of findings of a survey follow-up of 146 ex- 
pupils of a secondary day school for educationally sub- 
norinal boys in the East End of London. The author con- 
cludes that under present conditions boys of low intel- 
ligence coming from a poor cultural and social environment 
can achieve a high degree of stability and successful 
employment where careful placement has been made. Suit- 
able vocational training at school is reflected in successful 
employment. Those receiving special education treatment 
in their later school life are more apt to find social adapta- 
tion difficult after leaving school. 


MENTAL DEFECTIVES—INSTITUTIONS 


659. Slobody, Lawrence B. (1 E. 105th St., New York 
29, N.Y.) 

Consequences of early institutionalization in mental 
retardation, by Lawrence B. Slobody and John B. Scanlan. 
Am. ]. Mental Deficiency. May, 1959. 63:6:971-974. 

Consequences of early institutionalization of the mental- 
ly retarded child are felt economically and emotionally by 
the family and, disasterously, by the retarded child, de- 
prived of maternal care at an early age. Counseling parents 
calls for far more than an evaluation of the developmental 
status of the child; it should not focus on short-term 
expediency but on what is best in the long run for parents, 
child, and the community. 
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MENTAL DEFECTIVES—PARENT EDUCATION 


660. Edelstein, Jack P. (Mayo Clinic, Rochester, Minn.) 

Current practices in general medicine: 4. Parental 
counseling in mental retardation, by Jack P. Edelstein and 
Shervert H. Frazier. Proc., Staff Meetings Mayo Clinic. 
May 13, 1959. 34:10:247-255. 

The physician should have a knowledge of the im- 
portance of the patient’s mental age in predicting his 
future performance, ways of coping with parental feelings 
of guilt, the causes and pathogenesis of mental retardation, 
and of the effect of the mentally retarded child on the 
entire family. Counseling also requires a knowledge of 
community resources to which parents may turn for help, 
of the advantages and disadvantages of institutionalization 
versus home care, and, finally, an understanding by the 
physician of his own personal reactions to mental retarda- 
tion. Only when the physician is able to control his own 
anxieties concerning the problem, can he present the truth 
to parents with kindness, 


661. Murray, Mrs. Max A. 

Needs of parents of mentally retarded children. Am. ]. 
Mental Deficiency. May, 1959. 63:6:1078-1088. 

The President of the Virginia Association for Retarded 
Children stresses that the needs of parents of retarded 
children vary according to the individual family situation 
and the particular type of child involved. She recognizes 
six basic problems common to all families of retarded 
children. Acceptance of the fact of retardation, economic 
aspects of the problem, inability of parents to share their 
problem with others, theological conflicts, the question of 
lifetime care for the retarded, and inept professional advice 
complicate the adjustment of = Mrs. Murray be- 
lieves the greatest single need of parents is for constructive 
professional counseling at all stages in the child’s life to 
aid them in solving their problems in a reasonably satis- 
factory way. 


MENTAL DEFECTIVES— 
PSYCHOLOGICAL TESTS 


662. Gardner, William I. (George Peabody Coll. for 
Teachers, Nashville, Tenn.) 

Studies in activity level: II. Effects of distal visual 
stimulation in organics, familials, hyperactives, and hypo- 
actives, by William I. Gardner, Rue L. Cromwell, and 
James G. Foshee. Am. ], Mental Deficiency. May, 1959. 
63:6:1028-1033. 

Describes procedures of a study to determine the effects 
of change in amount of visual stimulation on the activity 
level of various groups of mentally defective persons. 
Subjects studied were 24 organic, 24 familial, 22 hyper- 
active, and 22 hypoactive defectives at the Tennessee 
Clover Bottom Home; all were examined individually 
under increased and reduced distal visual stimulation. All 
groups showed significantly less activity under increased 
visual stimulation than under reduced. Results are not in 
agreement with the hypothesis, suggested in Strauss and 
Lehtinen’s book on brain-injured children, that increased 
distal stimulation promotes higher activity. A possible 
reason for the lack of relationship in the present study 
was the use of the standard American Psychological 
Association’s psychiatric system for diagnoses in the 
selected subjects, rather than Strauss’ criteria for brain 
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damage. Thus, this study does not represent a test of 
Strauss’ hypothesis. 


663. Klausmeier, Herbert J. (Dept. of Education, Univ. 
of Wisconsin, Madison 6, Wis.) 

Relationships among physical, mental, achievement, and 
personality measures in children of low, average, and high 
intelligence at 113 months of age, by Herbert J. Klaus- 
meier and John Check. Am. J. Mental Deficiency. May, 
1959. 63:6:1059-1068. 

A further study comparing results of testing children 
at a mean age of 113 months with results obtained in a 
previous test of children at a mean age of 101 months (see 
Rehab. Lit., Mart., 1959, #242). The same three hypoth- 
eses were tested, and, in addition, correlations among 16 
measures and differences in mean scores or ratings on the 
16 variables are presented. Characteristics of children of 
low, average, and high intelligence were identified and 
compared. Children of low intelligence (IQ 55-80) did 
not differ significantly from either the average or the high 
intelligence groups in nine measures—height, number of 
permanent teeth, carpal age, emotional adjustment, achieve- 
ment in relation to capacity, integration of self-concept, 
expression of emotion, behavior pattern, and estimate of 
own ability. Correlation of strength of grip in both the 
present and previous study was higher, for both sexes, 
with reading and arithmetic achicvement than with level 
of physical development. 


664. Mullen, Frances A. (Rm. 664, 228 N. LaSalle St., 
Chicago 1, Ill.) 

Personality and social background factors related to the 
achievement and adjustment of educable mentally handi- 
capped children; a report on a preliminary study, by 
Frances A. Mullen, William Itkin, and Irving Brauer. Am. 
]. Mental Deficiency. May, 1959. 63:6:1046-1058. 


A detailed report of preliminary findings in the Chicago 
Cooperative Research project on mental retardation. The 
first major experiment involved a comparison of the prog- 
ress of matched pairs of educable mentally retarded chil- 
dren; one of each pair was placed in a special division for 
the educable mentally handicapped, the other in a regular 
grade awaiting placement in a special class. A pilot study 
on a random sample of 260 such children revealed that 
background factors such as mental age, IQ. chronological 
age, parental occupation, and a history of school attend- 
ance in the rural South were related to achievement. 
Adjustment ratings were found to be related to sex and 
community socioeconomic status. Findings of the pilot 
study will be useful in compiling rating scales for the 
matched pair experiment. 


MENTAL DEFECTIVES—RECREATION 
See 687. 


MENTAL DEFECTIVES—SPECIAL EDUCATION 


665. Goldberg, I. Ignacy (125 W. 12th St.. New York 
11, N.Y.) 

The school’s responsibility for “trainable” mentally 
retarded children. Phi Delta Kappan. June, 1959. 40:9: 
373-376, 

Concerns the controversial question of public school 
classes for “trainable” mentally defective children. Recent 
surveys and studies of the success of such programs show 
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that some progress has been made although school adminis- 
trators, when questioned, appear to disagree as to where 
the responsibility lies for educating this group. Although 
the state and community do have a responsibility for the 
management of the severely retarded child, Dr. Cruick- 
shank is quoted as believing that the total problem should 
not be assigned to public schools. The author served as 
educational consultant- to the National Association for 
Retarded Children and had opportunity to visit a great 
number of facilities, public and private, for the “‘train- 
able.”” It is his opinion that existing community agencies 
should coordinate their efforts and provide whatever serv- 
ices the individual needs. In no case, however, should 
school administrators abdicate leadership in education to 


lay groups. 


666. Lawson, Gary D. 


Everyday business. Elk Grove, Calif., The Author, 
c1958. 81 p. illus., forms. Mimeo. Paperbound. 


A workbook written specifically for the educable men- 
tally retarded at the junior or senior high school level, it 
contains units of instruction on banking routines, budget- 
ing, buying for cash and on the installment plan, federal 
income tax information, and insurance. Although written 
for students with low reading level, the material should 
be of interest to adolescent students who will be living 
and working in the community after leaving school. Ability 
to understand elementary business and financial proce- 
dures is a necessity for those hoping to become eco- 
nomically independent. The workbook, when completed 
by the student and corrected, may also serve as a future 
source of reference for the student. The author is a special 
education teacher in the Elk Grove Union High School 
District. 

Available from Gary D. Lawson, Rte. 1, Box 505, Elk 
Grove, Calif., at $1.60 a single copy (less in quantity 
orders). 


MENTAL DEFECTIVES-—SPECIAL 
EDUCATION—PERSONNEL 


667. Blatt, Burton (New Haven State Teachers Coll., 
New Haven 15, Conn.) 


The role of the state teachers college in the preparation 
of teachers of the mentally handicapped. Am. J. Mental 
Deficiency. May, 1959. 63:6:942-947. 

In same issue: Theoretical and practical aspects of a 
teacher education program for teachers of “the trainable 
child,” Gloria F. Wolinsky. p. 948-953. 


Quantity and quality of special education personnel and 
community leadership were issues examined in an attempt 
to evaluate the role of state teachers colleges in providing 
teachers for the mentally retarded. A recent survey con- 
ducted by senior students in Special Education at New 
Haven College showed that a serious shortage of personnel 
exists for this area. The author suggests that a clinical type 
program for the education of teachers might provide morc 
meaningful preparation for work in this field. State 
teachers colleges can be of service to the community by 
serving in a consultant capacity to local school systems; 
they can also provide public education on problems in- 
volved in special education of the mentally handicapped. 
The author believes that state teachers colleges have an 
authentic role in the preparation of teachers for this group. 

Dr. Wolinsky (Hunter Coll., New York 21, N.Y.) cites 
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changes in state education laws and new trends in the edu- 
cation of trainable mentally retarded children that neces- 
sitate reevaluation of training curricula. These teachers 
need an adequate foundation in developmental psychology 
of children, a knowledge of the basic skills and insights of 
other disciplines involved in training atypical children, and 
information on basic principles of counseling, interview- 
ing, and guidance. The latter is helpful in work with 
parents of the trainable child. 


MENTAL DEFECTIVES—SPEECH CORRECTION 


668. Harrison, Sam (Teachers Coll., Columbia Univ., 
New York, N.Y.) 

Integration of developmental language activities with 
an educational program for mentally retarded children. 
Am. ]. Mental Deficiency. May, 1959. 63:6:967-970. 

Describes the language development aspect of the 
Mental Retardation Project being conducted at Teachers 
College, Columbia University, under a grant from the U.S. 
Office of Education. The effect of nursery-kindergarten 
classroom experiences on the immediate and subsequent 
behavior and adjustment of educable mentally retarded 
children is being studied. Language development activities 
are derived mainly from current interests of the children ; 
oral language is related directly to activity in which the 
child is engrossed at all times, Language skills are thus 
taught in the setting in which they are to be used. Skills 
of listening, following directions, making wants known, 
recognizing symbols, and oral communication are acquired 
in day-to-day activities of the school experience. 


MENTAL DEFECTIVES—SURVEYS—NEW YORK 


669. Trippe, Matthew J. (Mental Health Research Unit, 
N.Y. State Dept. of Mental Hygiene, Syracuse, N.Y.) 


The school-excluded mentally retarded child, by Mat- 
thew J. Trippe (and others). Am. ]. Mental Deficiency. 
May, 1959. 63:6:1005-1009. 

A report of findings of a further investigation on the 
unmet needs of mentally retarded children in Onondaga 
County, N.Y. The earlier study A special census of sus- 
pected referred mental retardation, Onondaga County, 
New York was published in 1955. Psychological evalu- 
ations and parent interviews for 83 children of school age 
who were not enrolled in a regular school in 1953 were 
made in 1955 when the children had reached ages ranging 
from 8 to 18 years. Mental retardation, a common char- 
acteristic of the children, was judged in six instances to be 
secondary to other conditions, most of which were primary 
behavior disorders. In the remaining 77 children, multiple 
problems were present, including severe motor handicap, 
speech defects, blindness, deafness, epilepsy, secondary 
emotional problems, hyperactivity, and difkcult behavior. 
Social experiences outside the home appeared to be indi- 
cated for three out of four of the children examined. Self- 
care training, occupational and vocational instruction, and 
limited academic training were suggested for this group. 
Capacity for improvement in mental functioning was 
thought to be possible, however, only in those children 
whose retardation was secondary to primary emotional 
disorders. Parents indicated a preference for caring for 
the children at home. Individual family assistance ap- 
peared to be a real need at the community level. 
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MULTIPLE SCLEROSIS--MENTAL HYGIENE 
See 614. 


MUSIC 


670. Alvin, Juliette (Fuller School, 2141 Bancroft Ave., 
San Leandre, Calif.) 

The responses of severely retarded children to music. 
Am. ]. Mental Deficiency. May, 1959. 63:6:988-996. 

A series of six short weekly cello recitals was presented 
as an experiment at the Fuller Cooperative School for 
severely mentally retarded children. Observations were 
recorded by teachers and the musician on individual and 
group reactions to music, on the children’s signs of 
pleasure, interest, or dislike, on attention span and pos- 
sible sense perception, on social integration, and on the 
emotional effect of music on the behavior of disturbed 
children. Music proved to be a means of communication 
with each of the participating children. Physical, verbal, 
and emotional responses were exhibited, with some de- 
velopment in sense perception and a substantial increase in 
attention span. Signs of social integration were evident in 
all three groups for whom concerts were given. 


OLD AGE 
See 612; 616; 623. 


ORTHOPEDICS 
See 610. 


PARENT EDUCATION 


671. Linck, Lawrence J. 


Help for your crippled child; you are not alone. Chi- 
cago, Natl. Soc. for Crippled Children and Adults, c1959. 
28 p. (Parent ser. no. 4) 

The former Executive Director of the National Society 
for Crippled Children and Adults has had long and inti- 
mate acquaintance with the problems of crippled children. 
He advises on the wide range of resources available to 
parents seeking to help their handicapped children and 
defines the responsibilities of parents in making long- 
range plans for the care, treatment, and education of these 
children. The qualified professional persons and organiza- 
tions whose help parents should seek are listed; their 
various roles as members of the rehabilitation team are 
described. 

Available from the National Society for Crippled Chil- 
dren and Adults, 2023 W. Ogden Ave., Chicago 12, IIl., 
at 25¢ a copy. 


See also 644. 


PARTIALLY SIGHTED 


672. DeAngelis, Gerard J. (57 Willoughby St., Brook- 
lyn, N.Y.) 

The client and “‘vision rehabilitation.” New Outlook 
for the Blind. June, 1959. 53:6:211-215. 

Experience in the “optical aids’’ program at the In- 
dustrial Home for the Blind, Brooklyn, has led to renam- 
ing of the program. “Vision rehabilitation” has been 
substituted as a more definitive title since the program 
goes beyond the mere provision of optical aids. Without 
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training in the use of the aids provided and without 
adequate follow-up, the rehabilitation program would 
fall short of success. The program has been integrated 
within the framework of an established medical program. 
Functions of the service are explained ; thorough ophthal- 
mological preventive and restorative care is offered. The 
vision rehabilitation counselor works with the client and 
the optometrist to provide aids to meet the specific voca- 
tional needs of the client. 


PARTIALLY SIGHTED—SPECIAL EDUCATION 


673. Bryan, Dorothy (Illinois Dept. of Public Instruc- 
tion, Springfield, Ill.) 

Educational programs needed for partially seeing chil- 
dren. Am. J. Public Health. Jane, 1959. 49:6:766-770. 

In same issue: Preschool vision screening, Florence 
Cunningham. p. 762-765. 

Educational provisions for partially seeing children in 
public schools encompass a wide variety of plans and 
adaptations; characteristics of each are described briefly, 
with advantages of certain features pointed out. Mrs. 
Bryan, as Assistant Director of Special Education for the 
Blind and Partially Seeing of the Illinois State Depart- 
ment of Public Instruction, emphasizes the need for the 
partially seeing child to be as much a part of the regular 
grade and school as possible. 

Mrs. Cunningham of the National Society for the Pre- 
vention of Blindness, New York City, describes a relatively 
new procedure, vision screening of preschool children. 
The Society, in cooperation with local health departments, 
has initiated 34 continuing projects that demonstrate the 
value of such programs. Conducted by well-trained volun- 
teers, vision screening can be a practical and effective 
community health service. 


PEDIATRICS 


674. American Academy of Pediatrics 

Symposium on office evaluation of intelligence and 
special senses. Pediatrics. May, 1959. 23:5:980-1003. 

Contents: Office detection of hearing defects in chil- 
dren, John E. Bordley.—Office evaluation of vision in 
children, Frank Duncan Costenbader.—Office evaluation 
of intelligence in children, Ruth M. Bakwin.—Office 
evaluation of specific reading disability in children, Leon 
Eisenberg. 


See also 611. 


PHYSICAL EFFICIENCY 
See 637. 


POLIOMYELITIS—MEDICAL TREATMENT 


675. Billig, Harvey E., Jr. (139 S. Alvarado St., Los 
Angeles 57, Calif.) 


Neurotripsy; a surgical method for instigating reinner- 
vation of diaphragmatic paretic muscle fibers in respiratery 
embarrassment following poliomyelitis. Arch. Phys. Med. 
and Rehab. June, 1959. 40:6:243-246. 

Poliomyelitis patients who have suffered the acute 
anterior form of the disease are often left with weakened 
respiratory muscles and insufficient residual diaphragmatic 
power to exist outside a respirator. The operation described 
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produces mechanical interruption of the remaining live 
motor nerve axons, allowing them to undergo increased 
arborization in regrowth. The operation has been per- 
formed on the phrenic nerve supplying the diaphragmatic 
muscles in a series of patients requiring constant respirator 
care. Two typical case histories are presented. 29 ref- 
erences. 


See also 683. 


POLIOMYELITIS—OCCUPATIONAL THERAPY 


676. Turner, Elizabeth R. (Cape School for Cerebral 
Palsied Children, Rondebosch, Cape, S. Africa) 

Should periodic reassessment be considered for the 
chronically disabled? S$. African Med. ]. May 2, 1959. 
33:18:369-372. 

Presents a case history of a patient whose physical disa- 
bility was so great that she was totally dependent on others 
for all her daily needs. She had contracted poliomyelitis at 
the age of 27 and had received no medical attention for 
seven years following her discharge from the hospital. 
Readmitted to the hospital, she was referred to the occu- 
pational therapy department when physicians and surgeons 
determined they could offer no help for her problems. The 
article describes efforts at muscle reeducation and the aids 
provided to help her “er various activities. The ma- 
terial illustrates the value of reassessment in rehabilitation 
programs; the patient is able to lead a more useful, satisfy- 
ing life than before training and muscle reeducation were 
instituted. 


PSYCHOLOGY 


677. Gibbs, Norah (Child Guidance Training Centre, 
London, N.W. 1, Eng.) 


Some emotional difficulties of backward and handi- 
capped children. Special Education. May, 1959. 48:3: 
16-21. 

An interpretation of Piaget’s theories and conclusions 
drawn from his years of scientific observation of emo- 
tional and intellectual development in normal children. 
His basic concept of balance between what he termed 
“accommodation” and “assimilation” can be applied in 
many instances to the training and education of the handi- 
capped. Stages of development were analyzed by Piaget to 
explain the various needs and reactions of the child. 


PSYCHOTHERAPY 
See 607: 614. 


REHABILITATION 


678. Waldrop, Robert S. (Dept. of Med. and Surgery, 
Veterans Admin., Washington 25, D.C.) 


Signs of the times in rehabilitation. J]. Rehab. Mar.-Apr., 
1959. 25:2:4-5, 44-48. 

Encouraging signs of progress in the development of 
rehabilitation services from the professional point of view 
are the increasing awareness of teamwork concepts, of the 
need for cooperative efforts among the professions in- 
volved, and of the growth of professional self-concepts. 
Members of professional groups involved in rehabilitation 
are giving serious thought to the defining of their respec- 
tive roles in serving the disabled. Basic research in many 
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arcas of rehabilitation is suggesting new approaches to 
treatment with emphasis on the positive aspects of health. 


REHABILITATION—AUSTRALIA 


679. Burniston, G. G. (Box 503H, G.P.O., Melbourne, 
Australia) 

Rehabilitation in Australia; its integration in medical 
services and medical instruction. Postgrad. Med. Jan., 
1959, 25:1:49-55. 

Sketching briefly economic development and population 
trends in Australia, Dr. Burniston points out the increasc 
in medicosocial problems that these factors have caused. 
Rehabilitation services, as such, exist solely to meet the 
needs of special groups; coordination of rehabilitation 
services for all disabled persons has not been planned as 
yet. Background information on the history and develop- 
ment of voluntary organizations and government services 
is given. It is interesting to note that until 10 years ago 
no coordinated facilities existed to meet the special needs 
of cerebral palsied children in Australia. In spite of the 
high standards of the medical profession, very little has 
been done within the hospitals to coordinate services for 
meeting rehabilitation needs of patients. The fundamental 
barriers to good rehabilitation services in Australia, as 
clsewhere, can be attributed to inability of physicians in 
general to recognize the need for paramedical care, their 
inability to agree on who should be responsible for super- 
vision of such services, and inability to recognize the need 
of rehabilitation services in the hospital setting. 


REHABILITATION—CANADA 


680. Primeau, B. (700 Craig St. E., Montreal, Que., 
Canada) 

The medical restoration component in a comprehensive 
rehabilitation program. Med. Services ]. (Canada). Nov., 
1958. 14:10:716-720. 

Medicine as practiced from the rehabilitation viewpoint 
requires that therapy should be total and individualized 
and should be continued until the patient has reached his 
maximum potential or adapted adequately to his permanent 
disability. Many phases of the rehabilitation program lic 
outside the area of specific medical therapy but the physi- 
cian should assume responsibilities as leader of the rehabil- 
itation team. Some of the more important phases of medi- 
cal restoration in the total rehabilitation program are 
reviewed, The value of establishing departments of physi- 
cal medicine and rehabilitation in general hospitals is 
emphasized. Alternative community programs should be 
considered by the physician; coordination of all com- 
munity resources is essential for the welfare of the handi- 


capped. 
See also 608. 


REHABILITATION—ADMINISTRATION 


681. Patterson, C. H. (Coll. of Education, Univ. of 
Illinois, Urbana, Ill.) 

Is the team concept obsolete? J. Rehab. Mar.-Apr., 
1959. 25:2:9-10, 27-28. 

In same issue: Role similarity on the rehabilitation team, 
Bettye M. Caldwell. p. 11-13. 

A reexamination of the teamwork concept as it is ap- 
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plied in rehabilitation led the author to suggest that there 
are possibly more effective methods of working together. 
He offers a concept of “group-centered leadership” as a 
more democratic approach to the rehabilitation process, 
pointing out its implications for interprofessional relation- 
ships. He believes staff members would derive mote satis- 
faction from their professions and the patient would 
benefit from better professional services if the entire 
group was responsible for the coordination and direction 
of activities and services. Such a concept demands that 
members of the group accept each other as professional 
equals, each competent in his own field. 


Bettye M. Caldwell (Camillus, N.Y.) suggests that 
professional differences among rehabilitation team mem- 
bers arise from two factors—perception of the problem 
and methods of dealing with the problem. On over-all 
goals of rehabilitation, however, there is interprofessional 
agreement; all members of the team meet on common 
ground in the assessment of disability, the facilitation of 
recovery, and in conducting research even though the 
methods each profession employs are diversified. 


RELIGION 


682. Heath, Heather 

Handicapped children at Lourdes. Special Education. 
May, 1959. 48:3:34-35, 37. 

Children from special schools for the handicapped in 
Great Britain have participated in the English National 
Schools Pilgrimages to the shrine at Lourdes, France. The 
writer describes the organization of the Handicapped 
Children’s Pilgrimage Trust, how pilgrimages are ar- 
ranged, and the benefits derived by the children. In con- 
clusion, the impressions of a 16-year-old cerebral palsied 
girl in regard to the tour made in 1958 are given. 


RESPIRATION 


683. WVallbona, Carlos (Baylor Unit. Coll. of Medicine, 
Houston, Texas) 

The total lung capacity and its subdivisions in respira- 
tory poliomyelitis, by Carlos Vallbona and William A. 
Spencer. J. Chronic Diseases. June, 1959. 9:6:617-635. 


A recently developed technic used to estimate the 
maximum lung volume above the resting expiratory level 
and adaptations of methods to measure functional residual 
capacity have made it possible to estimate total lung 
capacity in the presence of muscular paralysis. Findings 
of studies of total lung capacity and its subdivisions in 31 
male and 31 female patients with varying degrees of 
residual respiratory muscle paralysis following polio- 
myelitis are given. Data indicate that estimated total lung 
capacity of poliomyelitis subjects in general is reduced. 
The significant reduction was accounted for by reductions 
or alterations in the functional residual capacity and the 
maximum lung volume above the resting expiratory level. 
The frequent reduction of functional residual capacity 
was more marked in patients observed after two years 
from onset of their illness. Lung compartition changes 
were thought to be the result of such contributing factors 
as respiratory muscle paralysis, duration of illness, thoracic 
deformities, and all artificial respiration. 27 ref- 
erences. 


See also 675. 
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SCOLIOSIS 


684. Greenwich, Julia F. (Newington Hosp. for Crip- 
pled Children, Ne wington, Conn.) 

A new look for the youngster with scoliosis. Am. ]. 
Nursing. June, 1959. 59:6:814-816, 

In same issue: Scoliosis, Willard F. Greenwald, Jr. 
p. 817-819. 

Use of the Risser localizer jacket in treatment of 
scoliosis in teenage patients at the Newington Hospital 
for Crippled Children allows patients to return home after 
several months, able to resume school work and social 
activities. The role of the nurse and various services of the 
hospital are discussed. Emotional and physical aspects of 
hospitalization are kept at a minimum by careful planning 
to meet these needs as they arise. 

Dr. Greenwald, Jr., explains the construction and me- 
chanical principles of the Risser localizer jacket, its appli- 
cation, and the advantages of its use. 


SOCIAL SERVICE—-GREAT BRITAIN 
See 609. 


SPECIAL EDUCATION—AUSTRIA 


685. Taylor, Wallace W. (N.Y. Univ. College for 
Teachers, Albany, N.Y.) 

The education of physically handicapped children in 
Austria, by Wallace W. and Isabelle Wagner Taylor. 
Exceptional Children. May, 1959. 25:9:402-409. 

The second in a series of articles on the education of 
physically handicapped children in Western Europe, it 
gives briefly background information on Austria, some 
facts concerning the history of special education in that 
country, and a discussion of administrative aspects of the 
program as a whole. Information is given in more detail 
regarding facilities and services, the personnel involved, 
teaching methods, the training of special education teach- 
ers, legislation in the interest of handicapped children, 
and financial aspects of the program. National and volun- 
tary organizations have played a large part in the develop- 
ment of special education services of a high order in 
Austria. The first article of the series, on education in Fin- 
land, appeared in the April, 1959, issue of Exceptional 
Children (see Rehab. Lit., July, 1959, #594). 


SPEECH CORRECTION 


686. Van Hattum, Rolland J. (Kent Co. Board of Edu- 
cation, 1281/, Crescent Ave., N.W., Grand Rapids 2, 
Mich.) 

Evaluating elementary school speech therapy; prelim- 
inary findings and research needs. Exceptional Children. 
May, 1959. 25:9:411-414. 

The public elementary school speech therapy program 
in Rochester, N.Y., was somalia te regard to its philos- 
ophy, goals, and methods employed, to determine how it 
could be reorganized for more effective service. Mounting 
case loads and long waiting lists of children needing 
speech therapy make it necessary to screen children more 
selectively. Nonorganic speech defects could be prevented 
or minimized through a speech improvement program in 
the primary grades carried on by the classroom teacher in 
cooperation with the speech therapist. Intensive periods 
of therapy should be provided for speech problems that 
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are not preventable. Pilot studies in the Rochester schools 
provided data on the incidence of speech defects by 
grades, the over-all dismissal rate, comparison of schedul- 
ing methods, and the need for further research in the field. 


See also 613. 


SWIMMING 


687. National Association for Retarded Children 


Swimming for the mentally retarded. New York, The 
Association, 1958. (15) p. forms. Mimeo. 

A manual prepared in cooperation with Richard L. 
Brown, Director of Water Safety, American Red Cross, it 
discusses the values of such a recreational program, de- 
scribes briefly the characteristics of children with varying 
degrees of retardation, outlines steps in the organization 
of a swimming program, and gives teaching suggestions 
for instructors working with retarded children. The ap- 
pendixes contain forms used in administering the program. 

Available from the National Association for Retarded 
Children, 99 University Pl., New York 3, N.Y., at 25¢ 
a copy. 


TUBERCULOSIS 


688. Hemenway, Mary (U.S. Army Hosp., Ft. Bragg, 
N.C.) 

Physical therapy in surgical treatment of pulmonary 
tuberculosis, by Mary Hemenway and Clotilde D. Bowen. 
Phys. Therapy Rev. June, 1959. 39:6:396-400. 

Describes a physical therapy program used at Valley 
Forge Army Hospital for 18 months in conjunction with 
the surgical treatment of 185 patients with pulmonary 
tuberculosis. Preoperative orientation and practice in pres- 
sure expansion breathing, scapular, shoulder, and postural 
exercises, and a postoperative progression of these exer- 
cises in graduated intensity have helped to eliminate 
postural deformity following surgery. Only those exercises 
considered essential have been taught in an effort to 
simplify the program. A mimeographed brochure with 
simple text and caricature drawings supplements verbal 
instruction. The article is illustrated. 


VOCATIONAL GUIDANCE 


689. Gorthy, Willis C. (400 First Ave., New York 10, 
N. Y.) 

Vocational evaluation by work sample technic and its 
dependence upon medical contributions, by Willis C. 
Gorthy (and others). Arch. Phys. Med. and Rehab. June, 
1959. 40:6:238-242. 

An explanation of the method of vocational evaluation 
perfected at the Institute for the Crippled and Disabled, 
New York City. Fundamentals of the “TOWER System”’ 
are discussed, stressing the necessity for active participa- 
tion of the medical staff in assessment of the patient's 
physical limitations in terms of specific job areas. Data on 
110 cases selected at random from the 534 patients who 
completed the total evaluation program during the past 
five years are reported; studies made at the Institute show 
that for 47 percent of patients who received vocational 
evaluation, specific vocational objectives were influenced 
by medical recommendations, 


See also 646, 





Events and Comments 


Clothing Hints for 
the Handicapped Given 


PRACTICAL SUGGESTIONS on buying, 

making, and altering clothing to be worn 
by those who use a wheelchair or crutches 
are given in “What to Wear in a Wheel- 
chair,” in the Summer 1959 issue of Accent 
on Living (802 Reinthaler, Bloomington, 
Ill.; 50¢ a copy), pages 8-10. 


ICD to Appoint Director of 
Research in Rehabilitation 


D®: CARROLL V. NEWSOM, President 

of New York University, announced at 
the commencement address to graduates of 
the Institute for the Crippled and Disabled, 
June 2, 1959, that the two institutions will 
soon make a joint appointment of a Director 
of Research in Rehabilitation. New York 
University and the ICD became profession- 
ally affiliated in September, 1958. 


“Rehabilitation research,” Dr. Newsom 
said, ‘‘can best be done where it can be car- 
ried on for its own value, where its effective 
results can be applied to the treatment of 
patients and where the benefits of the re- 
search can be extended to practitioners who 
use it both teaching and for service to the 
handicapped.” 


Housing Requirements for the 
Aged and Handicapped Reported 


HE NEW YORK STATE Division of 

Housing, 270 Broadway, New York 17, 
N.Y., issued in December, 1958, the guide 
for builders and interested organizations 
How to Provide Housing Which the Elderly 
Can Afford. This manual, based upon find- 
ings of a study conducted by the Division, is 
one of a series of multigraphed reports. The 
report Housing Requirements of the Aged— 
4 Study of Design Criteria is perhaps the 
most complete statement yet to appear on 
specifications and siting for independent 
(noninstitutional) housing considered in 
terms of human values. This report was 
prepared for the Division by the Housing 
Research Center, Cornell University, under 
the supervision of Alexander Kira, Assistant 
Director of the Center. The 124-page report 
includes about 50 pages that are devoted to 
a fully annotated bibliography. Others in the 
series include (1) Home Care and Housing 
Needs of the Aged, (2) Aged Home Care 
Patients in New York City; Housing and 
Related Facilities Needed, (3) Housing 
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Problems and Preferences of Aging Persons 
on the Site of Borgia Butler Houses, a State- 
Aided Low Rent Housing Project in New 
York City, and (4) Housing Problems and 
Preference of Aged Applicants Ineligible for 
Public Housing in New York City. 

Recent reports of a similar nature pub- 
lished by other state agencies include Sug- 
gested Criteria of Design Standards for 
State-Aided Housing Projects for Elderly 
Persons issued by the Connecticut Commis- 
sion on Services for Elderly Persons as Bul- 
letin No. 1, August 21, 1958 (see #616, 
this issue of Rehab. Lit.), and A Check-List 
far Retirement Houses by H. A. Steinberg, 
issued by and available from The Small 
Homes Council, University of Illinois, Ur- 
bana, Ill., at $1.00 a copy (see #623, this 
issue of Rehah. Lit.). 


New Edition of Fact 
Book Is Published 


OW AVAILABLE is the 1959 edition 

of Facts on the Major Killing and 
Crippling Diseases in the United States To- 
day; Heart Diseases, Cancer, Mental Illness, 
Arthritis, Blindness, Neurological Diseases. 
and Other Health Problems (National 
Health Education Committee, Inc., 135 E. 
{2nd St., New York 17, N.Y., $5.25). 


Philadelphia CD Issues 
Handicapped Emergency Stickers 


HE PHILADELPHIA Council of Civil 

Defense is providing small yellow stick- 
ers with a large black “I” (incapacitated ) 
to be placed on the front doors of homes 
having handicapped persons. On seeing the 
sticker during an emergency, rescue parties 
would make sure that a handicapped person 
was evacuated. Upon requesting a sticker a 
person is automatically registered as pos- 
sibly requiring special help; advance knowl- 
edge of such need can save valuable time. 
Fire and police departments and special 
rescue agencies are cooperating in the pro- 
gram. 


Dr. Foote Becomes Health 
Commissioner of Connecticut 


R. FRANKLIN M. FOOTE, Executive 

Director of the National Society for 
the Prevention of Blindness since 1947, 
resigned his position in July to become 
Health Commissioner for the state of 
Connecticut. 





Schools and Classes for Deaf 
Children Under Six Listed 


A CURRENT LIST of schools and classes 

for deaf children under six years of age 
will be found in the June 1959 issue of The 
Volta Review. The list compiles the results 
of a survey covering all the United States 
and Canada and includes over 300 facilities. 


Officers Elected for 
American Association for 
Cleft Palate Rehabilitation 


ELECTED AS OFFICERS of the American 

Association for Cleft Palate Rehabilita- 
tion for 1959-1960 are: J. J. Longacre, 
M.D., Cincinnati, president; Samuel Pruzan- 
sky, D.D.S., Chicago, president-elect; Arthur 
F. Lindquist, D.D.S., Kansas City, Mo., vice- 
president; D. C. Spriestersbach, Ph.D., Iowa 
City, Ia., secretary-treasurer; and Ernest H. 
Hixon, D.D.S., Iowa City, editor. The past- 
president is Jack Matthews, Ph.D., Pitts- 
burgh. 


Dr. Irving S. Wright Comments on 





Rehabilitation of Stroke Patient 


“REHABILITATION is one of the most 
valuable adjuncts to the therapy of strokes. 
In its proper frame of reference, it is, 
however, neither a preventive nor a treat- 
ment for the fundamental cause or mecha- 
nism responsible for the stroke. Once the 
damage has occurred, rehabilitation should 
be begun at the earliest possible time. The 
introduction of a positive program within 
the first week may hasten recovery, if by 
no more than raising the patient’s morale. 
. . . In our experience, one of the key steps 
in the recovery of these patients has been 
the creation of a will to get well on the 
part of the patient. This can be developed 
by the cooperative efforts of the physician 
with his ancillary team, the family, the em- 
ployer and the spiritual adviser. If the 
patient becomes convinced that he has 
something worth while to live for, that he 
can markedly improve, perhaps practically 
to normal, and that he will return to an 
environment which will be loving and un- 
derstanding rather than diffident or hostile, 
he will put forth the effort which may well 
make the difference between success and 
failure in the rehabilitation program.”’— 
From “Strokes—Diagnosis and Modern 
Treatment: Il. Treatment,” by Irving S. 
Wright, M.D., in Modern Concepts of 
Cardiovascular Disease, May. 1959, p. 527. 


REHABILITATION LITERATURE 











Abdellah, Faye G., 654 
Agranowitz, Aleen, 605 

Allen, A. B., 635 

Alvin, Juliette, 670 

Am. Academy of Pediatrics, 674 
Am. Public Health Assn., 629 
Am. School Health Assn., 629 


Arthritis and Rheumatism Foundation. New 


York State Chapter, 628 
Aufranc, Otto E., 652 
Bakwin, Ruth M., 674 
Barrows, Helen, 617 
Baumann, Milton C., 633 
Belloc, Nedra B., 632 
Bender, Leonard F., 617 
Billig, Harvey E., Jr., 675 
Birren, James E., 612 
Black, Roger L., 625 
Blackwood, J. W., 635 
Blatt, Burton, 667 
Bogod, E., 658 
Bordley, John E., 674 
Boucek, Robert J., 612 
Bowen, Clotilde D., 688 
Brady, John E., 646 
Brauer, Irving, 664 
Brodnitz, Friedrich S., 613 
Bryan, Dorothy, 673 
Burniston, G. G., 679 
Caldwell, Bettye M., 681 


Canada. Dept. of Natl. Health and Welfare. 


Research and Statistics Div., 608 
Carroll, Douglas, 638 
Check, John, 663 
Childs, Theodore F., 619 
Chodoff, Paul, 614 
Cleary, Joyanna, 635 
Cohen, Bernard R., 655 


Conn. Commission on Services for Elderly 


Persons, 616 
Converse, John Marquis, p. 227 
Cooper, Harold, 615 
Costenbader, Frank Duncan, 674 
Crain, Darrell C., 624 
Cromwell, Rue L., 662 
Cruickshank, William M., p. 234 
Cunningham, Florence, 673 
Dally, Anne, 637 
Davison, Wilburt C., 612 


DeAngelis, Gerard J., 672 
Dover, Frances T., 631 
DuVries, Henri L., 610 
Edelstein, Jack P., 660 
Eisenberg, Leon, 674 
Engelbrecht, G. K., 643 
Entin, Martin A., 641 
Foshee, James G., 662 
Frazier, Shervert H., 660 
Gardner, William I., 662 
Gelperin, Abraham, 636 
Gerard, Ralph W., 612 
Gersh, Isidore, 612 
Geschickter, Charles F., 612 
Gibbs, Norah, 677 
Goldberg, I. Ignacy, 665 
Gordon, Jesse E., 644 
Gorthy, Willis C., 689 
Gt. Brit. Ministry of Health. Dept. of 
Health for Scotland, 609 
Greenwald, Willard F., Jr., 684 
Greenwich, Julia F., 684 
Griffith, Wendell H., 612 
Haldeman, Jack C., 654 
Halen, Robert J., 648 
Harrison, Sam, 668 
Heath, Heather, 682 
Hemenway, Mary. 688 
Hess, Donald A., 640 
Holtzman, Milton, 619 


Illinois. University. Small Homes Council, 


623 
Itkin, William, 664 
Katz, Alfred H., 651 
Klausmeier, Herbert J., 663 
Lampe, John M., 647 
Landis, Eugene M., 612 
Lansing, Albert I., 612 
Lawson, Gary D., 666 
Linck, Lawrence J., 671 
Lis, Edward F., 637 
McKay, Elmer, 638 
McKeown, Milfred Riddle. 605 
Malamud, N., 634 
Marfatia, J. C., 656 
Margolies, Jeanette A., 628 
Mary Theodore, Sister, 606 
Mason, R. M., 626 
Matson, Floyd W., p. 233 


Author Index 


Mattson, Phyllis H., 632 
Monsees, Edna K., 620 

Mullen, Frances A., 664 
Murray, Mrs. Max A., 661 
Natl. Assn. for Retarded Children, 687 
Nelson, Waldo E., ed., 611 
Ostrow, Ellen K., 628 
Patterson, C. H., 607, 681 
Payton, Otto, 636 

Pollock, Miriam S., 622 
Primeau, B., 680 

Richardson, Paul C., 645 
Rogers, Daniel M., 625 

Ruess, A. L., 637 

Sanders, David, 642 

Scanlan, John B., 659 
Schwartzmann, J. R., 653 
Severson, Alfred L., p. 233, 234 
Siegel, Gerald M., 621 
Simmons, William D., 632 
Slobody, Lawrence B., 659 
Spelbring, Lyla M., 617 
Spencer, William A., 683 
Steensma, John, 618 

Stefanini, Mario, 650 

Steinberg. H. A., 623 
Steinberg, V. L., 626 

Stroud, William D., 612 

Stull, C. Edward, 657 

Sweet, Elliott B., 652 

Taylor, Isabelle Wagner, 685 
Taylor, Wallace W., 685 
tenBroek, Jacobus, p. 233 
Trippe, Matthew J., 669, p. 234 
Turner, Elizabeth R., 676 

U.S. Veterans Administration, 612 
Vallbona, Carlos, 683 

Van Hattum, Rolland J., 686 
Waldrop, Robert S., 678 
Wallace, Helen M., 639, 642 
Walsh, James A., 649 

Watkins, Arthur L., 627 

Weil, Thomas P., 655 
Weinberg, Jack, 612 
Whitehouse, Frederick A., p. 226 
Wilcox, Everett, 630 

Wilson, Henry M., 649 
Wolinsky, Gloria F., 667 
Wuenschel, Raymond J., 646 





